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The Infant and Child as a Urologic Problem* 


E. HALSELL Fite, M.D. 
MUSKOGEE, OKLA. 


The problem presented by urology in 
children and infants is a very real and 
very important one since many of the con- 
ditions which first manifest themselves in 
the patient at an early age become in later 
life very serious urological problems. 
These conditions, if recognized when they 
first cause symptoms, often lend them- 
selves to treatment, while if they go un- 
treated for a time they result in the loss 
of a kidney or a life. The problem, how- 
ever, is not one of easy solution since in 
infants the patient cannot give a history 
or make a complaint and in children the 
history is often misleading and meagre. 
The symptoms indicating urologic condi- 
tions also are not the most clear or self 
evident. Furthermore, seldom is the pa- 
tient first seen by a urologist and the bur- 
den of recognizing that the symptoms are 
urological rests with the pediatrician and 
general practitioner and, therefore, these 
men must be informed of the significance 
of the urologic symptoms or they may fail 
many times in the carrying out of their 
duty toward these young patients. 

The most common symptoms of urologic 
conditions bringing the patient for exam- 
ination are swellings or tumors or unex- 
plained fevers. The swellings are usually 
noted in the hypogastrium or flanks by 
the mother or nurse in giving the child a 
bath or otherwise caring for it. Sometimes 
there is only the history of having seen or 
felt a tumor which is not present on ex- 


*Read before the Section on General Surgery, Annual 
Meeting, Oklahoma State Medical Association, Tulsa, May, 
1937. 


amination. In case of unexplained fever a 
urinalysis should always be done as kid- 
ney infection is one of the commonest 
causes of fever in children. Other symp- 
toms and signs of urologic disease are 
hematuria, chronic pyuria, unusual urin- 
ary output, straining at urination and pain 
at urination manifested by crying dur- 
ing the act. A very important symptom 
also is the unexplained gastrointestinal 
upset. 

Any of these symptoms though present 
in only a mild degree may be the sign of 
severe urologic pathology. The statistics 
of those who have examined thousands of 
children show that urological disorders 
are not rare in infants and children and 
that children have pretty much the same 
diseases of the urologic system that adults 
have with the exception of tumors of the 
bladder and lower urinary tract. The uro- 
logic system is the seat of anomalous de- 
velopment very often and as it is an 
execretory system these anomalies often 
cause obstruction or faulty drainage 
Therefore, as would be expected, much of 
the urology of children is the urology of 
anomalous development in the urinary 
tract. 

In considering the problem of child uro- 
logy one is immediately faced with the 
problem of what kind of examination 
should be made and what are the indica- 
tions for these examinations. Certainly all 
authorities are agreed that the indiscrim- 
inate use of complete urologic examina- 
tions is to be frowned upon and that any 
one so doing is not acting to the best in- 
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terests of his patients. On the other hand 
there exists in many quarters an appar- 
ently altogether unwarranted fear of 
severe reactions following cystoscopy and 
pyelograms in children and infants. Camp- 
bell' states that in his rather large experi- 
ence with cystoscopic examinations in 
children that following observation cystos- 
copy the reactions are almost nil, perhaps 
urethral irritation for a few hours or a 
day, and that following complete urologic 
study the reactions were less than half as 
often in children as in adults and much 
less severe. From my rather limited ex- 
perience I have obtained much the same 
impression and where I feel that urologic 
study is indicated I do not hesitate be- 
cause the patient is an infant or child. 


The indications for a thorough urologic 
examination are as follows: Chronic 
pyuria, repeated or persistent acute urin- 
ary infection, disturbances of urination, 
certain abdominal pains and gastro intes- 
tinal upsets not accompanied by diarrhea, 
tumors in the flanks or hypogastiac region 
and hematuria not due to hemorrhagic 
nephritis or other general hemorrhagic 
disease. I will only discuss these briefly as 
a thorough discussion is not within the 
scope of this paper. 

Pyuria: All cases of pyuria which per- 
sist following three or four weeks of in- 
tensive treatment should have a thorough 
urologic study. Campbell advises a month 
of treatment with large doses of methana- 
mine and ammonium chloride sufficient 
to produce a p H of 5.5 or more as a test 
for urologic study. He states that this is 
better than ketogenic diet treatment and, 
I presume, mandelic acid treatment, as if 
the pyuria and bacilluria clears up under 
the methanamine treatment “one is al- 
most safe in assuming that no important 
obstruction exists,” while the other treat- 
ment will clear up infection temporarily 
even in the face of grave urinary obstruc- 
tion which should be relieved. 


Repeated or persistent acute infection: 
If a patient has repeated attacks of acute 
urinary infection even though these at- 
tacks clear up readily under treatment I 
consider it an indication for urologic ex- 
amination. An acute urinary infection 
which does not begin to clear up after five 


to seven days of forced fluids and urinary 
antiseptics also constitutes an indication 
for examination. The causes for both the 
chronic and acute urinary infections are 
so numerous that to name them would be 
to catalogue most of the urinary diseases 
affecting the urinary tract from the urin- 
ary meatus to the kidney. 


Disturbances of Urination: Frequently 
is a common symptom in almost any type 
of urinary irritation or infection, but when 
it persists over a long period it is apt to 
be due to some serious condition in the 
urinary tract. 


Straining or difficulty in urinating 
usually means some obstruction at or be- 
low the bladder neck or some neurologic 
condition in the bladder. 


Incontinence is usually due to neurolog- 
ic conditions of the bladder or anomalies. 
Paradoxical incontinence may occur where 
there is obstruction to urinary outflow at 
or below the bladder neck. Where this 
exists there will be the large overdistend- 
ed bladder. 


Eneuresis is a most troublesome prob- 
lem and I believe that where it exists in 
a patient over five a thorough urinary 
study should be made. Statistics show that 
a very large percent of these cases have 
some underlying pathology. 

Abdominal Pain and Gastro-Intestinal 
Upsets: Not infrequently patients are 
seen with the diagnosis elsewhere of ap- 
pendicitis in which the history is not typi- 
cal of the condition nor is it typical of any 
condition. However, a careful study of 
these cases will throw a large percent of 
them into the urologic group. Nausea, 
vomiting and loss of appetite are frequent 
symptoms of kidney pathology. 


Tumors: Masses in the flanks either 
unilateral or bilateral are apt to be due 
to hydronephroses, polycystic kidneys or 
malignant tumors of the kidney. Hydro- 
nephroses are smooth cystic-feeling tum- 
ors which may be constant or may appear 
and disappear from time to time. Poly- 
cystic kidneys are apt to be bilateral. In 
this condition the family history is im- 
portant as the condition is recognized to 
often be inherited or peculiar to certain 
families. The most frequent new growth 
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(PLATE NO. D 


of the kidney in infants and children is 
the highly malignant Wilms tumor. 


Masses in the hypogastrium are usually 
caused by distended bladders due to some 
obstruction at or below the neck of the 
bladder or to the neurologic bladder. 


Hematuria: The causes of hematuria 
are like those of infection so numerous 
that I will not attempt to enumerate them. 
However, where hemorrhagic nephritis or 
the systemic hemorrhagic diseases can be 
ruled out, hematuria should always con- 
stitute an indication for thorough urinary 
study. Often hematuria is the first symp- 
tom of a Wilms tumor. 


The urinary examination need not al- 
ways consist of a complete urinary exam- 
ination. Sometimes an observation cysto- 
scopy, a flat g. u. plate or an intravenous 
pyelogram together with the history, phy- 
sical and laboratory data will enable one 
to make a diagnosis. The following cases 
illustrate different types of examination 
and diagnosis: 


CaseE No. I. 


A white girl eleven years of age had 
been taken ten days before with a pain in 
the right costo-vertebral angle radiating 
around to the front and down toward the 
bladder region. There was no frequency, 
hematuria or dysuria. A doctor in the 
country diagnosed the case as muscular 
sprain. She, however, began having chills 
every day, so another doctor was called 
who said she had appendicitis, and the 
father decided to bring her to the Fite 
Clinic for operation. 

On going into the past history she was 
found to have had attacks of pain in the 
right costo-vertebra! angle every two or 
three weeks for three years. 

Physical examination showed marked 
tenderness and rigidity in the right costo- 
vertebral angle and right lumbar region. 
The urine was loaded with pus and colon 
bacilli. 

A cystoscopy with pyleograms was done. 
The urine from the right kidney was load- 
ed with pus and colon bacilli. The pyelo- 
gram (Plate No. I) showed a dilated ureter 
and kidney pelvis and stricture of the 
ureter near the bladder. 

The patient was treated by an indwell- 
ing ureteral catheter and mandilic acid 
regime and made a rapid recovery. 

Here the pain was typically a. kidney 
pain from the first and should not have 

















(PLATE NO. II) 
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(PLATE NO. ITI) 


been confused with appendicitis. Further- 
more the chills are not often seen in ap- 
pendicitis and are typical of urinary in- 
fection with insufficient drainage. The 
cystoscopy with catheterization of the 
ureter, cystoscopic urine specimen and 
pyelogram clinched the diagnosis. 
Case No. II. 

A white boy, age 13, referred to the 
Crippled Children Clinic for appendicitis. 
He had been sick five days with a pain, 
dull aching in character, which developed 
gradually in the right side of the abdo- 
men, and which was unaccompanied by 
nausea and vomiting. He gave a recent 
history of several furuncles. 

Pressure over the right costo-vertebral 
angle elicited some tenderness. He was 
quite tender over the right side of the 
abdomen. His temperature on admission 
was 99.6 though his mother said it had 
apparently been higher. 


Leucocyte count was 18,000. Urine was 
negative. A flat g. u. plate (Plate No II) 
showed the right proas line obliterated 
and the spine bending slightly toward the 
right. A diagnosis of right perinephritic 
abscess was made and operation advised. 

Operation. A small right perinephritic 
abscess was drained under spinal anaes- 
thesia. 


Culture from the abscess showed a pure 


culture. of a hemolytic staphylococcus 
aureus. 

Here a history of sepsis coupled with 
tenderness in the right costo-vertebral 
angle and the high white count pointed to 
a septic process in the right kidney region. 
The negative urine ruled out pyelitis and 
the X-ray evidence of a septic process 
about the right kidney made cystoscopy 
unnecessary unless to confirm the sus- 
pected negative findings. 


Case No. III. 


An eleven year old girl developed acute 
pain of a rather indefinite nature over the 
lower abdomen. She was. seen by a pedia- 
trician who diagnosed her case as appen- 
dicitis but the surgeon advised a urologic 
examination. The general physical was 
negative except for tenderness in the left 
lower quadrant and in the left costo- 
vertebral angle. 


Urinalysis was negative. White blood 
cell count was 8,600. 


An intravenous pyelogram (Plate No. 
III*) was done, which showed a hydroure- 
ter and mild hydronephrosis on the left, 
apparently due to a stricture of the ureter 
in the juxta-vesical portion. This stricture 
was dilated cystoscopically and the pa- 
tient has had no further trouble. 


Here a negative urine and relatively 
normal white count ruled out iniection in 

















(PLATE NO. IV) 
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(PLATE NO. V) 


the urinary tract or elsewhere and an in- 
travenous pyelogram was sufficient to 
make a presumptive diagnosis of stricture 
of the ureter which was found at cysto- 
scopy. If the function of the kidney had 
been poor the intravenous pyelogram 
would probably not have given sufficient- 
ly clear pictures for diagnosis and a retro- 
grade pyelogram would have had to have 
been made. This is one of the weak points 
of intravenous pyelography. 


Case No. IV. 


A white child, four years of age, was 
first seen because the day before admis- 
sion he had an attack of abdominal pain 
and the mother noticed a large mass in 
the right hypochordrium. For nearly three 
years he had had attacks of pain in the 
abdomen accompanied by nausea, vomit- 
ing and high temperature. 


Physical examination showed a large 
tense mass in the right upper quadrant of 
the abdomen. The mass felt definitely like 
a cyst. 

The urine showed two plus albumen, 
5-6 red blood cells and 15-20 w. b. c. Stain- 
ed smear showed colon bacilli. The flat 
genito-urinary plate showed a very large 
right kidney shadow and a large left kid- 
ned shadow. A right pyelogram (Plate No. 
IV*) showed a huge right hydronephrosis. 
Intravenous urography (Plate No. V*) 


showed no function on the right and a 
huge ptosed hydronephrosis on the left. 
The mass in the right hypochondrium sub- 
sided following the pyelogram, the pas- 
sage of the catheter apparently having es- 
tablished drainage. As the left kidney was 
the best and practically the only kidney 
it was operated upon. A very tightly coiled 
congenital stricture of the ureter was 
found at the uretero-pelvic juncture. The 
kidney was suspended and the stricture 
portion of the ureter removed, the ureter 
being reimplanted into the kidney pelvis. 
The result was satisfactory. (Plates VI, 
VII, VIII and IX). 

Here because of the size of the patient 
only one kidney was catheterized at first 
and a huge hydronephrosis found. In order 
to be sure the left kidney had satisfactory 
function an intravenous pyelogram was 
done which proved that the operative pro- 
cedure was needed first on the left to es- 
tablish satisfactory drainage rather than 
on the right for removal of the function- 
less right kidney. 

Case No. V. 

A twelve year old girl who gave a his- 
tory of attacks of frequency and burning 
since she was a baby. She had eneuresis 
and sometimes in the day her urine “got 
away from her” and she wet herself. She 
had had no fever or chills. She was found 
to be a bright cooperative child. 

The general physical was negative. On 

















(PLATE NO. VI) 
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inspection of the vulva the urethral meatus 
was found to be large and patulous. 


Urinalysis showed only one or two w. b. 
c. per hpf. but the urine was loaded with 
colon bacilli. A complete urinary study 
was advised and performed. The urethra 
proved to be large throughout though 
possessing a good external sphincter. 
About the bladder neck was some inflam- 
mation and a number of small inflamma- 
tory polyps. The kidneys were found to 
be normal functionally and pyelographic- 
ally, but colon bacilli were grown from 
both kidney urines. 


The patient was put an mandelic acid 
treatment and the urine became sterile 
and all symptoms disappeared. The polyps 
are still present, however, and are to be 
fulgurated at an early date. 


Here the patient had an abnormally 
large urethra through which she probably 
received infection of the bladder neck 
while still a baby and wearing diapers. 
This has persisted ever since in mild 
chronic form. This mode of infection is 
probably common in females. 


A complete urologic study was neces- 
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sary here to determine the nature and ex- 
tent of the condition. 
Case No. VI. 

A ten year old girl came in complaining 
of attacks of pain in both costo-vertebral 
angles over a period of about three 
months. She had slight day-frequency and 
had to get up two or three times a night. 
Her doctor found she was running a slight 
temperature and had pus in the urine on 
several examinations. 


The general physical examination was 
negative. The urinalysis showed one plus 
albumem, four or five w. b. c. and was 
loaded with colon bacilli. The right kidney 
was found to be functionless, the pyelo- 
gram showed a very small pelvis (plate 
X) with what we interpreted to be a 
hypoplastic kidney. Washings from the 
pelvis showed it also to be infected with 
the colon bacillus. 


Following several pelvic lavages and 
treatment by methanamine the infection 
cleared up as did also the symptoms. 


Here the persistent: pain and bacilluria 
indicated a complete urinary study which 
enabled us to find a serious anomaly of the 
urinary tract. Intravenous pyelograms 









































(PLATE NOS. VII, VIII AND IX) 
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(PLATE NO. X. 
would have only showed the absence of 
function of the right kidney and nothing 
would have been known of the infection 
present or the presence of the anomaly. 


Case No. VII. 


A boy four years of age was brought in 
with the history that a week before he 

















(PLATE NO. XT) 


felt sick, turned pale, and a swelling was 
noticed in the abdomen. Since then he had 


not felt well and his appetite had been 
poor. 

Physical examination showed a large 
tumor in the right side of the abdomen ex- 
tending down to the ilium and over to the 
mid-line. 

The urine was loaded with blood. 


A complete urinary study was made. 
The left kidney was found to be normal. 
The right pyelogram (Plate XI )showed a 
very large kidney shadow with the lower 
calyx very much elongated and distorted. 
A diagnosis of Wilms tumor of the kid- 
ney was made. This was proved at opera- 
tion. The patient died one month follow- 
ing nephrectomy in spite of the fact that 
he received X-ray therapy. 


Here either the tumor or the hematuria 
was justification for an immediate com- 
plete urinary study. 


SUMMARY 

In this paper I have endeavored to point 
out the necessity to be always on the alert 
for urologic disease in infants and child- 
ren. I have called attention to some of the 
urinary symptoms and to the indications 
for urinary study and I have attempted to 
overcome that tendency which is so pre- 
valent in the profession to treat these uro- 
logic symptoms palliatively rather than to 
send the children for careful urologic 
study and diagnosis. While it may be more 
troublesome and tedious to cystoscope a 
child they stand the procedure better than 


adults. 
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Serologic Antibodies Against Horomones 


Julius Bauer, Vienna, Austria (Journal A. M. A.., 
Oct. 20, 1937), observed that a prolonged treatment 
of rabbits with injections of thyroxine leads to a 
resistance of these animals against thyroxine and 
to the appearance of serologic antibodies detectable 
by the complement fixation reaction. A prolonged 
treatment of rabbits with diiodotyrosine, epineph- 
rine and frequently also insulin and phenol is fol- 
lowed by the appearance of serologic antibodies 
detectable by the complement fixation reaction. 
Most patients with hyperthyroidism give the same 
positive serum reaction, whereas in other indivi- 
duals this reaction is negative as a rule. The com- 
plement fixation reaction is to be obtained in al- 
most the same way with different antigens: thy- 
roxine, diiodotyrosine, epinephrine, sympatol, insu- 
lin, tyrosine and phenol. Alanine has been found 
to give a negative reaction if used as antigen. 
Three patients with spontaneous hypoglycemia 
gave a positive reaction, one of them with only in- 
sulin as antigen, 
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Ocular Muscle Imbalance Following Head Injury* 


D. L. Epwarps, M.D. 
TULSA, OKLAHOMA 


We are reminded almost daily by the 
public press of the increasing number of 
head injuries following automobile acci- 
dents; medical journals contain numerous 
fine articles on newer methods of their 
treatment and all of us are seeing more 
of these cases in our own practice. Dr. 
Haralson spoke before this section in 1931 
about eye complications following head in- 
juries and stressed the importance of 
closer co-operation between the general 
surgeon and the ophthalmologist in their 
treatment. I wish to speak here of a condi- 
tion found in the case of head injury after 
the patient has recovered from the acute 
injury, in other words, one of the sequelae 
of this type of injury. A majority of pa- 
tients who have sustained a head injury 
will present a syndrome after a matter of 
weeks or months including one or more of 
the following symptoms; headache, dizzi- 
ness, insomnia, irritability, restlessness, 
hyper-hydrosis, difficulty in concentration, 
change in personality, increased fatigue, 
worry, and depression. 


During the past ten months, I have had 
the opportunity of caring for six cases of 
severe head injury which were examined 
to determine the cause of complaints rela- 
tive to the eyes. From a study of these 
cases, I wish to present a few observations 
relative to the occurrence of non-paralytic 
ocular muscle imbalance following severe 
head injury. Glaser and Shafer, in 1932, 
made an exhaustive study of the end-re- 
sults in 255 cases of head injury. In speak- 
ing of the cases with eye complaints they 
said, “Nineteen per cent of our entire 
number of patients had symptoms refer- 
able to extra-ocular muscle nerves (III- 
IV-VI) whereas only seven percent dem- 
onstrated positive neurologic signs. Some 
of these people had errors of refraction 
which, when corrected, relieved a small 
proportion of their symptoms. The major- 





*Read before the Section on Eye, Ear, Nose and Throat, 
Annual Meeting, Oklahoma State Medica] Association, Tulsa, 
May, 1937. 


ity, however, were not relieved, and their 
eye symptoms could be explained only by 
an associated neurosis.” Is it not possible 
that some of those placed in the neurosis 
group could have been suffering from non- 
paralytic muscle imbalance? 


The first step in the examination of a 
patient with eye complaints following a 
head injury should be to rule out actual 
paralysis or paresis of one or more of the 
extra-ocular muscles. Primary deviation if 
present is noted and this finding helps in 
determining the paralytic nature of the 
disturbance. Coupled with the primary de- 
viation, any limitation of motion in the 
field of greatest activity of the affected 
muscle is carefully charted. A history of 
diplopia, apparent to the patient, is of 
great help, and in the examination, use 
of the red glass test will prove its presence 
or absence. If found, the examination 
should include a plotting of the diplopia 
fields to determine the field of greatest 
vertical or horizontal diplopia, and this in 
conjunction with the above findings aids 
in making the diagnosis of the actual 
muscle or muscles involved. These three 
conditions being absent, we must seek fur- 
ther for the difficulty and proceed to take 
the muscle balance of the patient. 


The cover test is quickly and easily per- 
formed and gives us valuable information 
as to the state of the muscle balance. Many 
examiners measure the amount of devia- 
tion under cover by means of prisms, the 
amount of prism necessary to neutralize 
the jump being the measurement of the 
deviation. Others prefer to use the Maddox 
rod and rotating prism. The important 
point is that some method be used where 
actual measurement of the deviation can 
be routinely made and recorded. Both 
horizontal and vertical deviations should 
be measured, for the near point as well as 
at distance. In making measurements for 
vertical deviations I have found the 
method described by Appleman for uncov- 
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ering latent hyperphoria to be well worth 
while, especially in the type of case under 
discussion. After finding hyperphoria at 
distance, estimation of the amount at the 
near point is then made. In a majority of 
instances, this is found to exceed that at 
twenty feet. With the prism in place which 
fully corrected the hyperphoria at near 
the patient is directed to again look at the 
muscle light at twenty feet distance. An 
over-correction will be noted, and upon 
gradually reducing the amount of prism, 
when the streak again cuts the light, from 
one-third to one-half more hyperphoria 
will be shown at distance than at the first 
determination. This observation has been 
repeatedly found to be true and it has 
been helpful in all cases of hyperphoria. 


The ductions should also be recorded 
for both near and distance to determine 
the fusion amplitude. These, in relation to 
the type of phoria present give us our best 
insight to the patient’s difficulty. 


In analyzing these case histories, a strik- 
ing point is the delayed onset of symptoms 
of the muscle imbalance following the 
original injury. It is often three to six 
months after the injury before the phoria 
causes the patient discomfort. For this rea- 
son, prognosis of disability must be guard- 
ed and we must not dismiss the head in- 
jury case from observation as soon as the 
acute phase is over nor label him “neuro- 
tic” when he returns with complaints. The 
predominating complaints included blur- 
ring of vision after short periods of read- 
ing, severe headache following close work, 
dizziness and vertigo. Diplopia was not 
apparent to any of the patients found to 
be suffering from a non-paralytic type of 
imbalance. 


High degrees of exophoria were found 
in all cases, and in two cases hyperphoria 
was found. Exophoria increased for near 
in every case. 


The treatment of these cases of exo- 
phoria following head injury does not vary 
from measures used to control the condi- 
tion in other patients. Retinoscopy under 
complete cycloplegia should be done in 
every case and adequate correction pre- 
scribed if found necessary. Exophoria can 
result from myopia, due to a disturbance 
in the accommodation-convergence ratio, 
known as accommodative exophoria; or it 


may become apparent in the early pres- 
byope, the presbyopic type. Proper cor- 
rection in these cases aid the exophoria, 
but none of the six cases mentioned above 
were of the accommodative or presbyopic 
type. The use of prisms, either incorporat- 
ed in the correction or used as slip-overs, 
find their greatest use in controlling the 
vertical phorias. It is important, however, 
to delay their use until the neuro-muscu- 
lar system can become stabilized by fur- 
ther measures and for this reason the use 
of slip-over prisms as a “hook-front” for 
use at close work has a distinct advantage. 

Exophoria responds to orthoptic train- 
ing better than any other type of heter- 
ophoria. It has an important place in the 
treatment of this condition and is by far 
the best method of giving these patients 
comfort and relief. Its effects are lasting 
and beneficial if properly and persistently 
carried out and can reduce this disability 
to a negligible point. Use the method of 
your choice, but use it for a sufficient 
period of time to get permanent results. 
Prism exercises, base out, or use of one of 
the optical instruments for orthoptic train- 
ing, require persistence and attention to 
detail and the patient must be kept under 
close observation. The adduction power 
must be built to a point where the patient 
can comfortably overcome his exophoria 
with sufficient reserve left over. It is also 
noteworthy that with the correction of 
horizontal deviations, the hyperphoria will 
often disappear without particular treat- 
ment. It is true that many phorias do not 
disappear completely under  orthoptic 
treatment when measured by the Maddox 
rod, but by its use the patient is made com- 
fortable and is able to cope with the im- 
balance. 

CASE REPORTS 

Case 1. K. R. white male, age 25, re- 
ceived a depressed frontal fracture in an 
oil field accident. He was not rendered un- 
conscious, and was hospitalized for twenty- 
two days. When first examined by me 
three months after injury, his chief com- 
plaints relative to the eyes were: Inability 
to read because of blurring of vision after 
a few minutes; dizziness and occipital 
headache. He had not been aware of di- 
plopia. Vision was found to be 20/15 in 
both eyes, no diplopia. Muscle balance 
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showed 1 prism diopter of right hyper- 
phoria at distance and near and there was 
no lateral muscle imbalance. Retinoscopy 
showed: right eye: plus 0:50 sphere; left 
eye: plus 0.25 cylinder axis 90. The fundi 
were normal. Glasses were not prescribed. 
He was seen again four months later be- 
cause of persistence of his past complaints 
and at that time vision remained 20/15, 1 
prism diopter of right hyperphoria at dis- 
tance, no esophoria or exophoria, but 2 
prism diopters of right hyperphoria and 14 
prism diopters of exophoria at near. Duc- 
tions showed adduction 12, abduction 7. 
Orthoptic training was begun for base out 
exercise. He received treatment for three 
months with complete relief and the final 
examination revealed 0.75 prism diopter 
of right hyperphoria, no exophoria or 
esopohria at distance; 1 prism diopter of 
right hyperphoria and 2 to 3 exophoria at 
near. Ductions showed adduction 32, ab- 
duction 6. 


Case 2. F. D. white male, age 37, was 
injured in an automobile accident. He was 
unconscious for 20 days and spent nine 
weeks in a hospital. Following his recov- 
ery and return to an entirely new type 
of work, he found that after reading for 
fifteen or twenty minutes the print blur- 
red and a severe headache developed. A 
change of glasses had not helped. The first 
examination was made seven months after 
the accident and two months after onset 
of symptoms. Retinoscopy and post-cyclic 
refraction revealed a small change in the 
cylindrical ccrrection he was wearing. 
Muscle balance showed orthophoria at 
distance, but at near 12 prism diopters of 
exophoria was present. Adduction was 11, 
abduction 5. Base out exercises have been 
started and will be continued for at least 
three months. Subjective symptoms have 
improved and at the last examination, he 
showed orthophoria at distance, 10 exo- 
phoria at near, with adduction 20, abduc- 
tion 6. This case is an example of one in 
which base-in prisms in either slipover 
frame or incorporated in new lenses can 
be used to advantage; by their use, the 
patient can be made comfortable early in 
the period of treatment, and aided in re- 
adjusting himself to a new type of work, 
necessitated by the accident. 


In attempting to discuss the underlying 


cause of this type of ocular disturbance 
we are forced to speculate, since actual 
pathological examination is impossible. 
Microscopic hemorrhages in nuclear areas 
would lead to paralysis which no doubt 
accounts for many of the ocular paralysis 
seen after head injuries. It would, perhaps, 
be possible for such minute hemorrhages 
to be present in the convergence center, 
but such a selective lesion is highly im- 
probable and we are not dealing with an 
actual convergence paralysis. Rather we 
are dealing with a convergence insuffi- 
ciency, seen in many cases of non-trau- 
matic origin. Indeed, we, perhaps, should 
consider the condition a result of converg- 
ence insufficiency alone, rather than a 
true exophoria, for in the strict sense of 
the word exophoria is an anomaly of the 
anatomic position of rest and must not be 
confounded with anomalies of nervous 
origin, as pointed out by Bielschowsky. 
On this hypothesis, we may reason that 
convergence, being a highly developed 
nervous mechanism, may be easily dis- 
turbed by the trauma of head injury and 
so class it with the frequently encountered 
mental and psychological changes seen 
following these injuries. Researches on co- 
ordinated movements of the eyes and the 
function of fusion are recorded in numer- 
ous articles found in monographs and text- 
books. Most of the investigators limit 
themselves to the discussion of the role of 
fusion in concomitant strabismus. The 
scarcity of reports on disturbances of fus- 
ion is all the more striking by contrast. 
Perfectly co-ordinated conjugate move- 
ments of the eyes depends not only on in- 
tact conjugate centers but also upon un- 
interrupted inter-communicating fibers 
and unobstructed pathways from these 
centers to the nuclei of the oculo-motor 
nerves in the floor of the fourth ventricle. 
Peter reports that “paralysis of diverg- 
ence, convergence and up and down move- 
ments are often found in disease along the 
Aqueduct of Sylvius and in the region of 
the anterior corpora quadrigemina. In 
these areas the transmitting fibers are 
easily caught in the posterior longitudinal 
bundles.” Sedan in France reported the 
case of a professional boxer who suffered 
persistent exophoria following cerebral 
concussion sustained in the ring; he felt it 
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was due to convergence insufficiency but 
gave no explanation as to its pathology. 


Prof. Jaensch of Germany reviews sev- 
eral of his personal cases with fusion dis- 
turbance following concussion of the brain 
and stresses the finding of a marked de- 
crease in breadth of fusion; in some in- 
stances absolutely no breadth of fusion, in 
others as low as 5 prism degrees, 2 abduc- 
tion and 3 adduction. In such cases any 
heterophoria present before the accident, 
but latent, would become manifest by the 
marked reduction in breadth of fusion. 
Again no pathological data are given, but 
mention is made of the possibility of small 
hemorrhages, edema or other injuries to 
the fusion center and tracts at the time of 
the injury. 


It is difficult to explain why it occurs, 
but in summarizing attention is called to 
the occurrence of this ocular muscle im- 
balance of covergence insufficiency fol- 
lowing head injury; to its delayed appear- 
ance, several months following the injury; 
and to the fact that orthoptic training to 
strengthen adduction power has yielded 
good results in six cases under my obser- 
vation. 
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CROSS-CYLINDER TESTS* 


Their Use at the Trial Case 


Cnuas. K. Mitts, M.D., F.A.C.S 


McALESTER, OKLA. 


Before reading a paper on cross-cylinder 
tests, I thought it might be well to ascer- 
tain the status of the cross-cylinder in 
Oklahoma. To that end, I sent a card con- 
taining three questions to one hundred 
oculists in the State. Of the sixty-nine who 
answered, twenty-one per cent stated that 
they used the cross-cylinder in practically 
one hundred per cent of adults, thirty-five 
per cent used it fairly frequently but not 
in a high percentage of cases, and forty- 
four per cent practically never used the 
cross-cylinder. Dr. Crisp of Denver in 1932 
stated that he believed only about five per 
cent of ophthalmologists in this country 
were thoroughly acquainted with the 
cross-cylinder tests, so apparently the 
cross-cylinder is better known in Oklaho- 
ma than the country at large. 


Dr. Edward Jackson has stated that the 
cross-cylinder is the most important single 





*Read before the Section on Eye, Ear, Nose and Throat, 
Annual! Meeting, Oklahoma State Medical Association, Tulsa, 
May 10, 1937. 





means that we have for measuring ‘the 
refraction of the eyes. 

There are many excellent oculists 
though, who place the value of retinoscopy 
above every other test in refraction, but 
I believe that in adults of average intelli- 
gence the court of last appeal is examina- 
tion at the trial case and not retinoscopy. 

The cross-cylinder is used to test for 
astigmatism. And certainly precision in 
determining the axis and amount of the 
astigmatism is the most important consid- 
eration in refraction. In my own practice, 
about ninety-five per cent of all prescrip- 
tions contain a cylindrical correction. And 
it seems to me that even the small astig- 
matic errors not infrequently may give 
rise to the symptoms of eyestrain. 


There are several reasons why the cross- 
cylinder tests are not well known. One 
reason is that text-books contain little in- 
formation on the subject, and at least some 
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of the information found in them is not 
accurate. 

Another reason for unfamiliarity with 
the cross-cylinder tests is that the tech- 
nique seems difficult, although actually it 
is rather simple. 

It should be stressed that knowledge of 
the ophthalmic optics involved is not at 
all necessary in applying the tests. It is 
no more necessary to understand the 
theories of the cross-cylinder tests to use 
them accurately than it is to be a master 
mechanic in order to drive an automobile. 
And, therefore, this paper will concern 
itself more with the practical than the 
theoretical side of the cross-cylinder. 


The cross-cylinder is a compound lens, 
so constructed that the minus strength of 
one meridian is equal to the plus strength 
of the meridian at right angles to it. The 
cross-cylinders in common use are the 
minus 0.12 cylinder crossed at right angles 
with a plus 0.12 cylinder, the 0.25 diopter 
cross-cylinder, the 0.37, 0.50 and 1.00. 
These are made by combining a minus 
sphere with a plus cylinder twice as strong 
as the sphere. 

The cross-cylinder is mounted in a ring 
one and one-half inches in diameter with 
the plus and minus axes at forty-five de- 
grees from the round handle. The instru- 
ment is held about an inch in front of the 
trial frame so that by rolling the handle 
between the thumb and forefinger, the 
axes of the cross-cylinder may be rapidly 
interchanged, thus giving the patient two 
views in rapid succession for comparison. 


There are two cross-cylinder tests, one 
for the strength of the astigmatism and 
one for the axis. 

In the test for strength, one axis of the 
cross-cylinder is held parallel with the 
axis of the test cylinder in the trial frame 
and then quickly rotated so that the oppo- 
site axis of the cross-cylinder is parallel 
with the test cylinder. The patient looks 
at the lowest line on which he can read 
any letters and states which position looks 
better to him without actually reading the 
letters except in the final tests. 


The position that is preferred by the 
patient indicates the character but not the 
amount of the change in the strength of 


the cylinder. If the cylinder in the trial 
frame is plus and the preferred position 
is with the plus axis of the cross-cylinder 
parallel to the trial cylinder axis, then the 
strength of the trial cylinder should be in- 
creased. If the preferred position is with 
the minus axis parallel to the trial cylin- 
der axis, then the strength of the trial 
cylinder should be decreased. And vice 
versa, if the test cylinder is minus. After 
changing the strength of the cylinder by 
any arbitrary amount, the test is repeat- 
ed to determine whether the change is 
correct or too great or too small. The prop- 
er correction is attained when the patient 
reads the same with each position. At this 
stage vision with each position of the 
cross-cylinder is worse than without the 
cross-cylinder in place. To save time, it is 
well to warn the patient in advance that 
both positions will be worse with the 
cross-cylinder in place and that you wish 
him to choose the better of the two or in- 
dicate that they are equally bad. 


The test for axis is made with the axes 
of the cross-cylinder at forty-five degrees 
from the axis of the test cylinder. The 
cross-cylinder is “flipped” and the patient 
while looking at the lowest line on which 
he can make out any letters, indicates 
which is the better position. The axis of 
the test cylinder is then turned in the di- 
rection of the similar axis of the cross- 
cylinder, that is, plus toward plus if a 
plus test cylinder is used, and minus to- 
ward minus if the test cylinder is minus. 
The test merely indicates the direction 
but not the amount that the cylinder is to 
be moved. After moving the test cylinder 
an arbitrary number of degrees in the 
preferred direction, subsequent tests are 
made until the correct axis is found, 
whereupon there will be no preference 
and vision with each position will be the 
same. As with the test for strength, vision 
will be worse with the cross-cylinder in 
place than without it. Thus, the correct 
position is signaled by each position being 
equally bad. 

Best results with the cross-cylinder 
tests are obtained with the accommoda- 
tion at rest. 


The 0.25 D. cross-cylinder is the most 
common one used, but in high corrections 
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or in patients with poor vision, a 0.50 D. 
or 1.00 D. may be used. 


In using the cross-cylinder to check the 
retinoscopic findings, one has the exact 
or nearly exact correction to start with 
and can proceed as previously outlined. 


In those cases where the type of error 
is unknown, the strongest plus or weakest 
minus sphere is found which barely gives 
the maximum vision at six meters. Then 
the cross-cylinder is tried in the 90°-180° 
axes, and if a preference is expressed, a 
cylinder is inserted as indicated and the 
axis and the strength of the cylinder 
worked out. It may be necessary from time 
to time to make minor changes in the 
strength of the sphere. 


If the patient does not indicate a pref- 
erence in the 90°-180° meridians, the 60°- 
150° and 120°-30° should be tried. 


The principle of the axis test with the 
cross-cylinder is the same as that in Lind- 
ner’s cylinder retinoscopy. That is, if two 
similar equal cylinders are crossed at an 
acute angle, the axis of the newly formed 
sphero-cylinder will lie midway between 
the axes of the primary cylinders. If the 
two similar cylinders are unequal, the 
axis of the new sphero-cylinder will be be- 
tween the primary axes but nearer the 
axis of the stronger cylinder. If a plus and 
a minus cylinder are crossed at an acute 
angle, the plus axis of the new sphero- 
cylinder will lie outside the acute angle 
in the direction of the primary plus axis. 


Sturm’s conoid explains what takes 
place in the cross-cylinder tests and ex- 
plains particularly well why the cross-cy- 
linder test for strength is different from 
adding plus or minus cylinders separately 
to check the correction as many refrac- 
tionists do. The cross-cylinder simultane- 
ously shifts the position of both ends of 
Sturm’s conoid without displacing the cen- 
ter, but single cylinder additions move one 
extremity only of the conoid and thereby 
displace the center which actually chang- 
es the sphere as well as the cylinder. 


The cross-cylinder test for the axis of 
the correcting cylinder is more accurate 
and more valuable than the test for 
strength. In the test for strength, one must 
be very careful or errors may be introduc- 
ed. 


In a short article that appeared in the 
April 1937 issue of the American Journal 
of Ophthalmology, I offered a suggestion 
in the marking of the cross-cylinder and 
technique of its use. In making the cross- 
cylinder tests it is imperative that the 
cross-cylinder be placed accurately in 
front of the test cylinder, and I believe 
this suggested new marking and variation 
in technique will render the placing of the 
cross-cylinder in front of the test cylinder 
much easier and faster as well as more 
accurate. 

Because of the accuracy and rapidity 
with which astigmatic errors may be de- 
termined using the cross-cylinder, it is be- 
lieved by several prominent oculists that 
this simple device is one of the most im- 
portant in ophthalmology. 
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Treatment of Eclampsia: Chairman’s Oddress 


Since the appearance of Lazard’'s article on the 
use of magnesium sulfate in 1925, Pierce Rucker, 
Richmond, Ca. (Journal A. M. A., Oct. 2, 1937), has 
treated 129 consecutive cases of eclampsia with a 
maternal mortality of 4.65 per cent. He has not 
followed a routine but has been guided by certain 
principles: stopping the convulsions, good nursing 
care with emphasis on rest, promotihg renal activ- 
ity and digitalis. Magnesium sulfate intravenously 
has been remarkably efficient in stopping convul- 
sions. His initial dose is 20 cc. of a 10 per cent so- 
lution. Frequently he has given a second dose of 
15 cc. and occasionally a third dose of 15 cc. Under 
the head of good nursing care comes the avoidance 
of external stimuli. The patient should be kept on 
her side to lessen the chance of aspirating vomitus 
and other fluids in the mouth. The tongue should 
be protected during the clonic stage of a convul- 
sion, and the nurse should be prepared to give ar- 
tificial respiration if it should be necessary. Usually 
the author relies on water or cream of tartar lem- 
onade to promote renal activity. The best way to 
give fluids to an eclamptic patient is by the stom- 
ach. When there is anuria or marged oliguria 
dextrose intravenously is resorted to, the strength 
being varied according to whether there is much 
or little edema present. Digitalis has a definite 
place in the treatment of eclampsia. Half a cat 
unit is given as soon as possible after the mag- 
nesium sulfate or sodium amytal. The author has 
never seen edema of the lungs when digitalis has 
been given. 
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Procidentia Uteri With Cystocele and Rectocele* 


Marvin E. Stout, M.D. 
POLYCLINIC HOSPITAL 
OKLAHOMA CITY, OKLAHOMA 


To understand correctly the principles 
of the surgical treatment of procidentia 
uteri, one must understand first of all 
that a prolapse is a hernia and that hernia, 
in whatever part of the body it cccurs, 
depends on two essential factors—defect 
of fascia and internal pressure. It is the 
defect of fascia which must chiefly con- 
cern the surgeon, but the rationale of the 
operation must also take account of the 
pressure factor. 

There are two features of a prolapse, 
particularly of a complete prolapse, that 
are likely to be over-emphasized in the 
mind of the physician—first, the uterus 
itself; second, the suspensory apparatus 
of the uterus. 


In thinking in terms of the organ affect- 
ed, we would do well to think primarily 
of the vagina rather than of the uterus. 
In thinking in terms of the part at fault, 
we would do well to think of the sup- 
portive apparatus of the cervix and vagina 
rather than of the suspensory apparatus 
of the uterus. 

From the point of view of prolapse, the 
crevix should be regarded as the center 
of the vaginal vault. The cervix prolapses 
because the vault prolapses, and carries 
the cervix along with it. The uterus it- 
self may for a time resist descent and thus 
serve to delay the fall of the vault. In 
other words, it is primarily a prolapse of 
the vagina and not the uterus. 


A prolapse of the vagina may start in 
the vault, or in the anterior or the posterior 
wall. The lateral walls are so well guarded 
and supported that the initial bulging 
never takes place there. Prolapse of the 
vault may include the entire vault, or be 
limited to its anterior portion, above the 
bladder, or to its posterior portion. In the 
last named situation we get a true hernia 





*Read before the Surgical Section, Annual Meeting, Ok- 
lahoma State Medical Association, Tulsa, May, 1937. 


of Douglas’ pouch, containing a sac of 
peritoneum; this is not, properly speaking 
a rectocele, but it may be mistaken for 
one. Prolapse of the anterior wall of the 
vagina may start in the portion corres- 
ponding to the base of the bladder, in 
which case we have cystocele, or it may 
start in the extreme lower end of the wall. 
Prolapse of the posterior wail of the 
vagina takes place at one site only, 
a site corresponding to the rectovaginal 
septum, and rectocele is the result. The 
final phase of vaginal prolapse is extro- 
version of the vagina as a whole, with pro- 
cidentia of the entire uterus, bladder, ure- 
thra and rectum. 





ee” Fewsnse Uterus 
Cases as we see them in the final stages. 


The cervix and lower third of the body 
of the uterus are embedded in a muscu- 
lo-fascial framework known as the pelvic 
diaphragm, into which enter the upper 
group of the muscles of the pelvic floor, 
more particularly divisions of the levator 
ani. The lower group of the muscles of 
the pelvic floor have sphincter rather than 
supportive function. It is to the fasciae, 
therefore, rather than to the muscles, that 
we look for support, and the fasciae of 
the pelvic diaphragm are, in fact, of the 
utmost importance in holding the uterus 
in place. While these fasciae remain intact, 
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prolapse of the uterus cannot take place. 
Should they become stretched or torn, 
prolapse, sooner or later, is inevitable. 


Most gynecologists, while accepting con- 
stitutional factors in explanation of the 
cases of prolapse occurring in young girls 
and women who have never borne child- 
ren, accord a greater primary significance 
to injuries of the birth canal in childbirth 





Cystacele 
- 

Early case, usually accompanied with 

mild retroversion and decenus. Easily 

overlooked at examination. 
as the etiology of prolapse in parous wo- 
men. They insist, however, that it is not 
the number of children borne that is of 
itself important, but the injuries received 
and the subsequent neglect of these in- 
juries. 

Instrumentation is a danger, but not the 
sole danger. Equally perilous is the birth 
carried through spontaneously but with 
undulv protracted second stage, especial- 
ly if the baby is large. Salmond and 
Dearnley' in a comment on an English 
series of cases of prolapse subjected to 
analysis, deplore the evident lack of ability 
in some attendants at deliveries to distin- 
guish accurately between the first and 
second stages of labor, with the result that 
the parturient is encouraged to bear down 
or forceps are used before the physiologic 
dilatation of the os has taken place. These 
authors urge, further, that it is better to 


permit perineal laceration rather than 
overstretching of the vulvar outlet, for it 
is the large cervical tears, the stripping of 
the cervix from its fascial attachments, 
damage to the vagina, including over- 
stretching with consequent permanent re- 
laxation, rather than lacerations of the 
perineum, which give rise to prolapse. A 
perineal laceration may, however, facili- 
tate descent of the uterus through destroy- 
ing the normal sphincter action of the va- 
gina, and such a laceration may, through 
the effects of the inflammatory reaction, 
resulting in adhesion between the rectal 
and vaginal wall, be the effective cause 
of a rectocele in the presence of prolapse 
of the vagina. 


Neglect in the later puerperium, espe- 
cially among the poorer classes, is a po- 
tent cause of prolapse, as may be seen in 
the greater number of cases in women of 
the hard-working classes. The supports of 
the uterus and vagina do not need to be 
torn to produce prolapse. Overstretching, 
with loss of elasticity, and failure to re- 
gain elasticity in the normal way after 
childbirth, through too early return to do- 
mestic routine or outside occupation en- 
tailing heavy physical exertion, is suffi- 
cient to work the evil. As a rule, however, 
prolapse is of slow development and there 
is time to prevent serious consequences 
of the sort from childbirth injuries pro- 
vided only that these injuries are recog- 
nized and the corrective measures taken 
in time. 

Subjective symptoms may be absent, or, 
at any rate, tolerable to the patient, even 
in an advanced stage of prolapse, and even 
with the uterus outside the introitus. 
Symptoms most often complained of are 
low backache, a dragging, bearing down 
sensation of weight in the pelvis, headache 
and pain in the back of the neck, nervous- 
ness and irritability, disturbed menstrua- 
tion, bladder disturbances and general 
fatigueability. The symptoms are usually 
exaggerated during the menstrual period 
and when the patient has to be long upon 
her feet, for instance, in ironing. Physical 
examination is negative in early cases. 
When the condition is further advanced, 
especially when it has reached the stage 
of procidentia, the diagnosis is self-evident. 


The first principle of surgical treatment 
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First steps in repair of cystocele. 









for every type of hernia must be to repair 
the hernial opening, and where this can- 
not be done satisfactorily because of de- 
terioration of the tissues, to nullify its ef- 
fect by substitute measures. There is also, 
in every case, the care of the sac. All this 
is as true in the case of a prolapse of the 
vaginal canal as in that of a hernia of the 
inguinal canal. In the case of the vaginal 
canal there is the consideration that we 
have, as result of the procidentia, and per- 
haps also as its contributing cause, a tube 
with greatly widened caliber and much 
thinned walls. Such a tube is far more 


liable to eversion than a narrow tube with 
thick walls. Normally, the vaginal walls 
are so thick in relation to the caliber of 
the tube that turning inside out is impos- 
sible except under exceptional conditions. 
To compensate for the thinning and tissue 
deterioration of the walls, the surgeon 
must more or less overcorrect the enlarg- 
ed caliber of the tube. This is effected by 
cutting away more or less of the vaginal 
wall. However, no discussion of this sub- 
ject would be complete without mention- 
ing the interposition operations of the late 
Tommy Watkins, though I do not endorse 








Steps in repair of rectocele. 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 407 





a 


y an on owy oF Cmmeus 
7% Aieres Mvsctes 
The final step in complete repair. 


it. In his operation the problem is attacked 
from the other direction, that of the thin- 
ness of the walls, the body of the inter- 
posed uterus serving to thicken the an- 
terior vaginal wall. In this operation the 
uterus is used primarily as a plug to close 
the hernial opening and to provide a shelf 
to support the prolapsed bladder. This 
operation is suitable only in very select 
cases of moderate-sized prolapse, with 
normal-sized uterus, and it must not be 
used in women in the reproductive age 
unless sterilization is performed. 


At the Mayo Clinic, vaginal hysterec- 
tomy is in favor in the treatment of pro- 
lapse in older women, with union of the 
broad ligaments in midline, to provide a 
shelf for the bladder. However, I think the 
Manchester operation carries a lighter risk 
than the Mayo hysterectomy and that the 
end results are just as desirable. 


There can be no one ideal operation for 
prolapsed uterus; age and condition of pa- 
tient, stage of the process and state of the 
tissues are all factors whose proper con- 
sideration must lead to the individualiza- 
tion of the case at hand. For the typical 
uncomplicated case, in a woman in good 
surgical condition and past the menopause, 
with a definite procidentia, cystocele and 
rectocele, I like to do an anterior and pos- 
terior colporrhaphy, then open the abdo- 
men through a midline incision and anchor 
the uterus to the muscle of the abdominal 


wall. If the woman has not reached the 
menopause, she should, of course, be steril- 
ized by sectioning or removing the tubes 
before the uterus is anchored, and if there 
is coexisting disease of the uterus, hys- 
terectomy should be performed and the 
stump of the uterus anchored. In a woman 
who has not reached the menopause but 
is having much menstrual disturbance, 
such as dysmenorrhea, menorrhagia or 
metrorrhagia, I think it is much better to 
remove the uterus at the time of the repair 
of the prolapse, always conserving the 
ovaries. Many advanced cases of prolapse 
are sent to me for vaginal hysterectomy, 
and occasionally, in well selected cases, 
especially in the obese, it is the method of 
choice when it is combined with anterior 
and posterior colporrhaphy. But as a rule 
I think it better not to remove the normal 
uterus but to anchor it up for the addi- 
tional support, and when it is removed, I 
think it is better to do this through the 
abdomen in order that the stump may be 
anchored up. However, if the patient is 
old and her general condition is too frail 
to submit to major surgery, the Manches- 
ter operation is to my mind the simplest 
and the most satisfactory compromise. 
Cystocele and rectocele occasionally occur 
without prolapse of the uterus; in other 
cases, though prolapse of the uterus is 
present, the cystocele or rectocele may be 
the further advanced. Sometimes, in such 
cases, the cystocele or rectocele may be 
cured by repair work alone, but when the 
uterus is at all too low, the condition is 
much less likely to recur with the uterus 
anchored. 
SUMMARY 

Prolapse of the uterus, cystocele and 
rectocele occur only with insufficiency of 
the connective tissue supports (cardinal 
ligaments) of the vagina. They are essen- 
tially hernias. The greater number of 
cases occur in women who have given 
birth to children, and are directly depend- 
ent on injuries to the birth canal and too- 
poor after care, or to failure to regain 
normal tissue elasticity because of too- 
early return to strenuous work. Operative 
treatment must conform to the circum- 
stances of the individual case, taking into 
Anterior and posterior colporrhapy should 
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account the age of the patient. In suitable 
cases, the author prefers anchoring the 
uterus to its removal. If removal is indi- 
cated, he prefers the abdominal route so 
that the uterine stump may be anchored. 
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form a part of every operation for pro- 
lapse. 
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The Recognition and Management of the More 
Common Cardiac Conditions* 


W. L. Surppey, M.D. 
POTEAU 


The increasing incidence of heart dis- 
ease and its subsequent mortality increas- 
es our professional obligation. It is our 
duty to be on the lookout for the earliest 
disturbances of function so that we may 
advise such a readjustment of habits and 
activities as may be necessary to avoid or 
delay more serious impairment. The 
symptoms in these cases are often of long 
duration but they are usually disregarded 
by the man whose health and vitality 
have been his boast and who is unwilling 
to admit to himself that he is not as fit as 
he once was. In a man of lesser sensitive- 
ness or intelligence the symptoms may not 
be even noticed until collapse supervenes. 
Again the phenomena may be ascribed to 
some more apparent cause, too often by 
the doctor who makes his diagnosis from 
the patient’s story and without adequate 
examination lulls his apprehension with 
a joke and a bottle of medicine. 


It might be profitable to review the 
symptoms usually regarded as cardiac 
symptoms and ascertain the value of each 
as indicating heart disease. The most im- 
portant symptoms usually designated as 
being cardiac in origin are dyspnea, edema, 
cyanosis, palpitation, pain, weakness and 
disturbance in cardiac rythum. 

Dyspnea as it occurs in heart disease in- 
dicates the inability of the blood to take 
up the proper amount of oxygen from the 
lungs. In pulmonary disease it may rep- 
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resent a similar imperfection. A patient 
with a paroxysmal type of dyspnea is too 
often superficially examined and regarded 
as having bronchial asthma or asthmatic 
bronchitis, the underlying disturbance be- 
ing overlooked as in chronic nonvalvular 
heart disease. 


A second myocardial group misdiagnos- 
ed frequently is the markedly edematous 
patient with a regular, not. very rapid 
pulse, the urine containing albumin and 
casts being considered as a case of nephri- 
tis. With edema, however, the urine pic- 
ture being due to passive congestion of 
the kidney as shown by the speedy disap- 
pearance of albumin and casts as a se- 
quence to adequate cardiac therapy. 
Edema is one finding which, if independ- 
ent in type almost invariably indicates 
organic heart disease. 

Since cyanosis depends not only on prop- 
er oxygenation of the blood but also on 
certain vasomotor factors and certain 
drugs, it can be appreciated that cyano- 
sis in itself does not indicate heart dis- 
ease. 


Palpitation is seldom an indication of 
organic heart disease as it occurs far more 
frequently in the thyrotoxicosis, effort 
snydrom, or it may mean simply the dis- 
tension of the stomach or colon with gas. 


Pain, if occurring in a younger individu- 
al almost never indicates organic heart 
disease. On the other hand, in an elder- 
ly individual pain may be the early and 
predominate symptoms of actual heart 
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disease. Thus the symptom pain must be 
evaluated with discretion. 


Weakness occurs so frequently in a vast 
number of medical conditions, that it can 
never be taken to mean heart disease un- 
less accompanied by more significant 
findings. 

The arrhythmia may be cardiac or ex- 
tra cardiac in origin, but the presence of 
an arrhythmia presupposes a searching 
examination of the patient, often electro- 
cardiographic studies are required to de- 
termine the underlying pathology. These 
irregularities of the heart although but 
symptoms, have come to be considered as 
much in detail as clinical entities. That 
they are but symptoms must not be lost 
sight of. Frequently the removal of the 
underlying etiology is sufficient, however, 
it is often necessary to direct our treat- 
ment toward the relief of the arrhythmia. 


Sinus arrhythmia, most common in 
occurrence is usually extra cardiac, but 
the pathology may be in the heart as in 
coronary thrombosis. It occurs more fre- 
quently in childhood. Speeding up the 
heart with exercise often causes this ar- 
rhythmia to disappear. It is usually 
functional unless the history indicates 
previous disease capable of permanently 
affecting the heart or because of improp- 
er use of digitalis. The point to remem- 
ber is that no restriction of treatment 
should be instituted because of this ir- 
regularity alone. 

The frequency that extra systole is 
found in routine examination of patients 
causes this symptom to be passed over 
lightly without its just consideration and 
while it is true that the very specialized 
tissues of the heart under certain circum- 
stances probably are able to initiate spon- 
taneous contraction it appears that under 
the usual normal conditions this function 
fails to be exercised. In the strictest sense 
we might consider all extra systoles pa- 
thologic. It is impossible to separate the 
nervous from the muscular influence that 
go into formation of these spontaneous 
beats. A point well to remember is that 
premature beats originating in the auricle 
are more likely to be from nervous influ- 
ence. Those originating in the ventricle 
are more frequently muscular in origin. 


These premature beats are often present 
in hypertensive heart disease and often 
precede the onset of auricular fibrilation. 
They are more frequently due to toxicity 
from tea, coffee, alcohol, tobacco, over eat- 
ing or improper food. Fatigue, loss of 
sleep, or any situation which lowers the 
general level of bodily well being may 
cause them. 

Auricular fibrilation and flutter for all 
practical purposes may be considered to- 
gether. When the potency of the etiological 
factor is not so great they may occur in 
paroxysms. This is a valuable sign in 
early diagnosis. These irregularities are 
by far the most common occurring among 
the sick. However, they may occur as 
paroxysm in healthy hearts from exertion, 
indiscretion in eating or drinking, or in 
methods of living. Rest, restriction of diet 
and treatment of intestinal disturbances 
may cause them to suddenly disappear. 
Quinidine, is a drug of choice in this situa- 
tion. We find these arrhythmias associat- 
ed with rheumatic fever manifestations, 
hypertension, coronary artery disease and 
hyperthyroidism. The purpose sought in 
their treatment is to reduce the ventricu- 
lar rate as counted by the stethoscope to a 
rate ranging from seventy to eighty per 
minute. In ordinary cases diagnosed early 
this can be accomplished by using twenty 
m. tincture digitalis, or two grains of the 
leaves, t.id. Ordinarily in one week with 
bed rest this result is accomplished, then 
the dosage is reduced to maintenance to 
keep the rate within normal range. Some- 
times we see these cases with urgent 
symptoms of failing heart or in extremis. 
They require rapid digitalization and 
there are several intravenous digitalis 
preparations on the market that are ade- 
quate to take care of this situation. Stro- 
phanthin in my opinion has no advantage 
here; however, it may be given 1/120 gr. 
repeated in two hours and again in four 
hours. Its action is slightly quicker than 
digitalis. Two conditions occur particular- 
ly in older persons in which digitalis and 
like drugs are contraindicated; first, auri- 
cular fibrillation of normal rate and with- 
out symptoms; second, an elderly person 
with marked congestive heart failure rates 
seventy to eighty with or without digitalis. 
To further reduce this rate is exceedingly 
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dangerous, absolute bed rest and opium is 
indicated. In marked congestive heart fail- 
ure with venous distension and cyanosis 
blood letting may be a life saving meas- 
ure. 


In the paroxysmal tachycardia we must 
differentiate those of superventricular 
origin and those of ventricular origin. 
The former commonly occur in cases of 
patients without important heart disease 
due chiefly to toxic or nervous influences, 
yielding to mild sedation and reassurance. 
Such a simple procedure as ocular pres- 
sure over the carotid sinus may suffice to 
end the paroxysm. Ventricular tachy- 
cardia, on the other hand, generally oc- 
curs only in the presence of serious myo- 
cardial insult. It is not uncommon for in- 
dependent ventricular contraction to re- 
sult from digitalis intoxication or from 
myocardial infarct. Serious impair- 
ment of the circulation may result and 
render it advisable to employ measures 
designed primarily to abolish the ab- 
normal rhythm. In most instances the at- 
tacks subside spontaneously before this 
occasion arises. 


Alteration of ventricular contraction 
occurs only in the presence of grave 
myocardial embarrassment. Continued al- 
teration is of serious import. It is not a 
disease entity but evidence of serious im- 
pairment of myocardial function. Its cor- 
rection rests only upon measures that re- 
store the myocardium to a more normal 
status. 


It will be observed that alterations per- 
haps the gravest of continued arrhythmia 
in common with sinus arrhythmia, the 
simplest, illustrates the principle general- 
ly applicable to all. It is a sign, not a dis- 
ease. Consideration must be given to the 
cause, and treatment must be directed at 
the heart. 

There are a number of diseases fre- 
quently misdiagnosed as heart disease. 
Chief among these being gastrointestinal 
disorders, incipient T. B., and emphysema. 
Effort symdrome or so called “soldiers 
heart” is probably mistaken for organic 
heart disease more than any other condi- 
tion. Any normal individual upon severe 
exercise will exhibit the symptoms of 
dyspnea, cyanosis, palpitation, precardial 
pain, weakness and even nausea and vom- 


normal 


iting. In short, these are the 
symptoms of “exertion” or “effort.” The 
victims of this condition present the 
same symptoms in severe form, oftimes 
on slight exertion, more often on mere 
emotional exertion. The differential diag- 
nosis is sometimes difficult but here the 
heart is of normal size and these indivi- 
duals never have edema. The physician 
who recognizes this condition and suc- 
cessfully assures his patient that he does 
not have an organic heart disease is do- 
ing a real service and alleviates a mental 
hazard that would.otherwise prove disas- 
trous. Bromides are often the complete 
menu in these cases. 


The condition of thyrotoxicosis may 
simulate heart disease in that the symp- 
toms of palpitation, pain, and weakness 
are sometimes quite marked. Truly 
enough such a condition will eventually 
result in cardiac damage, because of the 
rapid rate and possible because of the 
specific toxic effect on the heart muscle. 
However, if the thyrotoxicosis is removed 
early there is no apparent damage and sev- 
eral months following operation the heart 
will be perfectly normal. At this point I 
might profitably add that we should be 
wary of diagnosing a systolic murmur 
heard at the apex and not transmissible as 
being organic in character. This is often 
confused with mitral stenosis, but the lat- 
ter is slightly presystolic, in time most 
generally accompanied by a thrill on pal- 
pitation; pulsation is usually prominent 
over the region of the apex beat, and the 
pulmonic artery. 


I have perhaps over emphasized the 
clinical diseases which present so called 
cardiac symptoms but are not due to 
organic heart disease, therefore, the ques- 
tion may well arise as to the criterion on 
which to make our differential diagnosis. 
If the heart is enlarged there is invaria- 
bly an organic cardiac lesion; on the other 
hand, if the heart is not enlarged, organic 
heart disease is practically ruled out. The 
one exception being possibly that of gen- 
eral arteriosclerosis where angina pectoris 
is the presenting symptom complex. 


The history of an etiological factor is 
helpful in determining the presence of or- 
ganic heart disease such as rheumatic fev- 
er, chorea, repeated attacks of sore throat, 
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diphtheria, and in elderly people arterio- 
sclerosis. A diastolic murmur always in- 
dieates organic lesion of the heart as it 
can only mean a valvular lesion. The 
presence of dependent edema, providing 
other causes of edema can be ruled out, 
is a definite indication. 


We classify cardiac disease in three 
groups: rheumatic heart disease, luetic 
heart disease, and arterio sclerotic heart 
disease. Of course, there are a number of 
other cardiac conditions such as congeni- 
tal heart and various types of endocar- 
ditis and pericarditis, but for the most 
part our cases in this section can be placed 
in one of the above groups. These groups 
may be also separated somewhat as to 
their ages. Rheumatic heart disease makes 
up the majority up to twenty-five or 
thirty years. Luetic heart disease occurs 
chiefly from thirty-five to fifty years, 
while arteriosclerotic heart disease is 
usually found in persons past fifty. 


The story of rheumatic heart disease is 
a familiar one, a child of one to ten years 
of age develops rheumatic fever or chorea, 
they usually recover and frequently no 
cardiac involvement is noted. They then go 
for a period of months or years and de- 
velop a similar attack. Usually during 
this second attack evidence of cardiac in- 
volvement is manifested. This may be a 
mere systolic murmur at the apex or a 
severe pericarditis with effusion. They 
again usually get better but from then on 
cardiac symptoms are usually present in 
the form of myocarditis, adhesive peri- 
carditis, etc. They have subsequent at- 
tacks of rheumatic fever but with each 
succeeding attack the joint symptoms are 
less marked and the cardiac symptoms 
are more in evidence. Tonsilar infection 
usually precedes or accompanies these at- 
tacks. The course of the disease is not 
always so text book, however. In fact, a 
large number of these rheumatic heart 
cases have the first knowledge of their 
handicap on the application for life in- 
surance or working papers. There is no 
hint in their history of previous rheumatic 
infection. This lends emphasis to the be- 
lief that a large number of these cases 
are subclinical; in other words, before the 
inflammatory process in the heart has gone 
far enough to produce physical signs or 


definite symptoms, fairly extensive in- 
volvement may have already occurred. 
Then I think it would be wise to assume in 
spite of the absence of proof, that the 
heart is always involved, even when the 
manifestation is only chorea. The entire 
heart is invariably involved; the pericar- 
dium, myocardium and endocardium being 
damaged although one part usually pre- 
dominates. 

Then if we intelligently manage rheu- 
matic cardiacs we must realize that the 
condition of the heart is but part of the 
picture of an infectious process. If the 
patient is ambulatory two questions must 
always be uppermost in our minds; first, 
and most important, is the infection ac- 
tive? second, is there evidence of decom- 
pensation? 

Since the disease is an infection the ex- 
act etiology of which is still unknown the 
best we can do is to try to help each indi- 
vidual keep as close as possible to his 
optimum state of health and to increase his 
resistance to infection. This means atten- 
tion to his diet, the amount of rest and 
recreation he gets. If he already has evi- 
dence of cardiac involvement, his activi- 
ties should be regulated so that it ap- 
proximates his full capacity, but never to 
quite reach or go beyond it. Infected ton- 
sils or other abnormal conditions should 
be removed;we must be alert for evidence 
of the return of active infection. Digitalis 
is a valuable adjunct in treating these 
patients, even in the absence of auricular 
fibrillation. Often they are able to lead a 
fairly active existence on digitalis, where- 
as without it, they become cardiac in- 
valids. When decompensation occurs 
these cases of course, acquire absolute 
bed rest. Sedatives and narcotics should 
be given to insure their rest, if after a few 
days the signs of failure have not dimin- 
ished, the process of digitalization should 
be completed. If this does not suffice the- 
oscine and diuretics of this group may be 
of value. If the edema still exists mercurial 
diuretics salyrgan, or mercupeine are in 
order. The latter may be used in the 
form of rectal suppositories. Salyrgan 
is best given intravenously. The value of 
either is accentuated by the administra- 
tion of ammonium chloride in full doses 
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twenty-four to forty-eight hours before the 
administration of the mercurial diuretic. 


Luetic Heart Disease: The pathology 
underlying luetic heart disease, is also 
very characteristic and should be con- 
stantly kept in mind. It must be remem- 
bered that the onset of heart trouble from 
this cause occurs usually after a latent 
period, averaging sixteen years, at a time 
when no clinical sign of luetic infection is 
present. The pathology invariably begins 
in the aorta just above the aortic ring, thus 
we have aortitis. From this point the pro- 
cess extends over the arch of the aorta in 
which case we may look for the clinical 
picture of aoratic aneurysm. It may prog- 
ress toward the valve and involve the 
coronary vessels. In this case the clini- 
cal picture will be that of angina pec- 
toris, coronary thrombosis, etc. Lastly it 
may progress downward to involve the 
aortic valve, either apparently skipping 
the coronarys or involving them as well. 
This type of pathology will produce the 
clinical picture of aortic insufficiency. 
The treatment of luetic heart disease is 
very unsatisfactory. These patients usually 
die within two years of the onset of car- 
diac symptoms although the exceptional 
case of aneurysm lives much longer. Ac- 
tive antiluetic treatment is definitely 
contraindicated and unquestionably short- 
ens the life of the patient. Potassium 
iodide in large doses gives the most re- 
lief, particularly if pain is a factor. In the 
presence of decompensation digitalis, of 
course, indicated, but frequently does little 
if any good. 

Arterio Sclerotic Heart Disease: Today 
one-fourth of all the deaths above the age 
of fifty is due to hypertensive heart dis- 
ease. The cardiac disturbances as a result 
of this condition, have as their pathological 
background sclerotic lesions in the coron- 
ary vessels which impair the nutrition of 
the heart muscle and frequently interfere 
with the normal condition of the cardiac 
impulse. Also there is a change in the 
heart itself because of a sequence of 
changes due directly or indirectly to the 
increased systolic and diastolic pressures. 
As long as the hypertrophied heart can 
maintain a pulse pressure one half as 


great as the elevated diastolic pressure 
a fairly adequate circulation is maintained. 
For this reason a large number of these 
cases are not seen until irreparable dam- 
age has been done. This condition is one 
of the more frequent causes of chronic 
heart failure or failure that is slow in its 
progression. Acute heart failure cases 
admit but of relatively little opportunity 
for lack of recognition but these slow 
progressive failures tax our clinical abil- 
ity, for it is here that definite symptoms 
appear indicating organic heart disease, 
but are frequently misinterpreted. 


Often these patients are exhausted, 
without their usual strength. Sooner or 
later dyspnea appears, first on marked 
exertion, later on the slightest provocation, 
with this orthopnea. Cyanosis is often very 
slight. Edema in the dependent portions 
of the body begins to make its appearance; 
pulmonary edema may be present, and 
more frequently ascites. The blood pres- 
sure is reduced below its usual level, the 
pulse pressure becomes less and less. At 
about this stage irrespective of the patho- 
logy the arrythmia appears. Gastro intes- 
tinal symptoms are complained of, nausea, 
flatulence, and distress after eating. These 
symptoms are due to enlargement of the 
liver, congestion of the intestinal mucosa 
and ascites. Jaundice frequently appears 
due to fibrosis of the liver interstitium as 
a result of chronic liver congestion. The 
amount of urine is decreased. The specific 
gravity is increased, cast and blood cells 
appear in the urine. Nitrogenous retention 
in the blood serum may be found. Cough 
appears and a rusty bloody serum is ex- 
pectorated. Considerable areas of almost 
inflammatory character appear in the 
lungs. The result of congestion and 
edema of the lung tissue. Precordial dis- 
tress may be marked or slight; there is 
peripheral venous and capillary conges- 
tion. Hemmorhoids may appear. Anemia 
develops, mentality is slowed, headache is 
bothersome. Menorrhagia during menstru- 
ration may occur. Eye sight and the spe- 
cial senses wane. There is no function or 
part of the body that does not suffer in 
these chronic cases of cardiac inadequacy. 


If we recall the mechanism of the pro- 
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cess and take a careful history, and make 
a close inspection, put these together with 
our findings on auscultation and percus- 
sion there is small probability that we will 
be misled in our diagnosis. 


In treating these cases it is often diffi- 
cult to tell when active treatment be- 
comes imperative. Cases with pathology 
in which chronic failure is likely to oc- 
cur should have routine examinations. 
Very small doses of digitalis may keep 
these patients in good health and com- 
fort for long periods. It must be indivi- 
dualized to the patient. 


Rest is all important. This must not be 
overdone, but prescribed in individual 
doses. Also physiotherapy is important. 
Laxatives are frequently indicated. Salines 
are probably the most valuable because of 
their dehydrating effect. Calomel should 
be remembered, it often acts as diuretic 
as well as a cathartic. 


Diuretics are of recognized value as 
theocine and caffeine. They also have a 
stimulant action on the heart. It must be 
remembered that they are also cerebral 
stimulants and may cause insomnia and ir- 
ritability. Ammonium chloride in full 
doses is a valuable diuretic. 


Sedatives are often indispensable and 
bromides or chloral hydrates are not to 
be displaced by any of the newer hyp- 
notics. If these do not work we must 
resort to an opiate. Vaso dilators are indi- 
cated for symptomatic use rather than as 
a routine treatment for the reduction of 
hypertension. In hydremic cases fluids 
must be restricted. Salt foods curtailed. 
Sweating favored, mercurial diuretics may 
be required, and atropine is often of value. 
It may become necessary to resort to 
Southey’s tubes to evacuate plural or peri- 
toneal exudates. 


This subject presents many points for 
discussion. It would be impossible to dis- 
cuss all of them in the time alloted but I 
hope that by reviewing some of them I 
may be able to stimulate a discussion of 
a number of others and thereby complete- 
ly review the subject to the advantage of 
all of us. 


NEW HOSPITALS 


The opening of the North Mississippi Community 
Hospital at Tupelo, Mississippi, on October 3rd, 
gives the northeastern part of this state a modern, 
firproof, well-equipped 50-bed hospital held in 
trust for the public, open to all qualified physicians 
and designed to serve the sick without discrim- 
ination. 

This is the eighth such hospital to be built with 
the aid of the Commonwealth Fund of New York, 
which is now undertaking to provide one new hos- 
pital each year for a predominantly rural com- 
munity which will agree to meet its share of costs 
and to run the institution in accordance with gen- 
erally accepted standards. The ninth in the group 
is now under construction at Ada, Oklahoma, and 
the tenth has been awarded to the community cen- 
tering in Provo, Utah. 


The Fund began this project in 1926 as an ex- 
periment in meeting the need of rural communi- 
ties for better medical and other health services. 
It was known that adequate hospital facilities were 
lacking in many rural districts, that recent gradu- 
ates from medical schools were not entering rural 
practice in proportion to local needs, and that in 
spite of substantial progress in some parts of the 
country, health services in rural areas were not so 
well developed as those usually found in cities. It 
Was assumed that the presence of well planned 
and well conducted hospitals would to some de- 
gree correct this situation, and experience in half 
a dozen different states indicates that the hope 
was justified. 

The present plan is to aid in establishing hos- 
pitals having a capacity of between 25 and 50 beds 
and easily accessible to a rural community having 
a population large enough to make good use of 
such accommodations and capable of meeting 
operating costs. The hospital may either be a 
totally new institution, or may replace existing 
facilities which are clearly inadequate. The fund 
furnishes plans, specifications, and architectural 
supervision for the construction, and not less than 
$200,000 as a contribution toward capital costs. It 
advises in the organization of the hospital cor- 
poration and the medica] staff, offers assistance 
in meeting the administrative problems of the 
early years and provides a number of fellowships 
for postgraduate study by members of the medical 
staff. 

Communities needing a 50- bed hospital are re- 
quired to raise from $40,000 to $60,000 for their 
Share of the capital cost and must provide in ad- 
dition a site (with service connections) and from 
$10,000 to $15,000 to meet the deficit of the first 
year’s operation. Ownership and administrative 
responsibility are lodged in a local corporation, or- 
ganized not for profit, which contracts with the 
Fund to operate the hospital in agreement with 
specified standards. These standards are such as 
to guarantee its integrity as a community institu- 
tion and to justify its approval by the American 
College of Surgeons. 

Hospitals founded under this program are now 
operating in Murfreesboro, Tennessee; Farmville, 
Virginia; Glasgow, Kentucky; Farmington, Maine; 
Wauseon, Ohio; Beloit, Kansas; and Kingsport, 
Tennessee. 

LY. 
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200 MORE IN 1937 
There are at least two hundred more 
men in the state eligible for member- 
ship in our Association. Let’s make 








members of them during 1937. 
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EDITORIAL 
OPPOSE INITIATIVE PETITION NO. 166 














The meeting of the Council and House 
of Delegates held in Oklahoma City dur- 
ing the meeting of the Oklahoma City 
Clinical Society was of much interest to 
those present and it would appear that 
considerable good was accomplished. 


The Council, at its meeting, gave careful 
consideration to the protest being prepared 
against Initiative Petition No. 166. This 
Petition, as you know from the letter 
which you received from the Chairman of 
the Legislative Committee, is a most vi- 
cious thing. It is not only unfair but un- 
reasonable—however, it is so framed by 
these astute politicians that it will appeal 
to the ignorant and is consequently very 
dangerous. This Petition would create a 


Board composed of the three schools of 
medicine, i.e., Eclectic, Homeopath, and 
Regular, and no school would have a ma- 
jority of the Board. In other words it can 
be a three, six or nine man Board, but 
each of these schools would be equally 
represented. It must be evident to you 
that this is a most unfair procedure, as 
practically all of the applicants for licen- 
sure in this State are regular physicians. 
There has not been an Eclectic or Homeo- 
path examined by our Board in the past 
fifteen years. At this time there is only 
one Homeopathic school in the United 
States, and that is the Hahnemann Medi- 
cal College in Philadelphia, and they give 
a course which is complete in regular med- 
icine. There is one Eclectic college in the 
United States located in- Cincinnati, and 
their Board of Trustees passed a resolu- 
tion that they would receive no more stu- 
dents. Consequently this school will be out 
of existence in the next three years. 


In spite of these ‘facts this vicious prop- 
osition would give all three schools equal 
representation. This is one of the proposi- 
tions, the next being that “appeals from 
convictions before the State Board of Med- 
ical Examiners would be taken directly to 
the District Court,” and this as you can 
see would practically nullify the action of 
the Board. The third and probably most 
vicious article of this proposed bill is to 
the effect “that ‘capping’ and ‘steering,’ 
soliciting of business, circulating of peti- 
tions, and other methods of procuring 
business would not be considered unethi- 
cal.” 


This would, of course, demoralize the 
standards of the regular practitioners of 
medicine in this State, and there would be 
no possible way of maintaining the pres- 
ent ethical standard of the practice of 
medicine. 


Whether or not this bill will be present- 
ed to the people depends upon our ability 
to fight this Petition on account of numer- 
ous irregularities relative to the signers. 
The Petition has been gone over by hand- 
writing experts and the irregularities are 
numerous. No matter if it is decided by 
the Secretary of State that the Petition is 
sufficient or invalid, appeal will be made 
to the State Supreme Court and it will 
then be necessary to make a grass root in- 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 415 


vestigation of each petition, comparing the 
names of the signers of the petition with 
the registration books in the respective 
voting precincts. 


This will, as you can see, require an 
enormous amount of work. This Petition is 
opposed by the thinking people of this 
State and we can expect the support of all 
those who wish to see the standard of 
medicine maintained. However, it is a per- 
ilous situation and it behooves the doctors 
of the State of Oklahoma to give their 
complete support to the effort being made 
to nullify the Petition. 

The Legislative Committee is putting in 
an enormous amount of work and time and 
any assistance that can be rendered them 
by the doctors should be given freely. 


At the meeting of the House of Dele- 
gates, which followed the meeting of the 
Council, able speakers were presented and 
they cautioned the doctors of this State 
that they must become politically minded 
and be vitally interested in legislative 
matters as well as in the election of com- 
petent legislators. 


We were fortunate in having with us 
Dr. J. H. J. Upham, President of the 
American Medical Association, who ad- 
dressed the House of Delegates and 
brought to us a message that should stim- 
ulate us in our efforts to give to this State, 
legislative enactment that would protect 
the health of our people as well as main- 
tain a high standard in the practice of 
medicine. 





4) 
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Editorial Notes—Personal and General 


PERSONNEL OF THE STATE BOARD OF 
EXAMINERS IN THE BASIC SCIENCES 














. Shaffer, D. O., President, Ponca City. 

. Klotz, Ph.D., Vice-President, Weatherford. 

. Osborn, Jr., M.D., Secretary, Frederick. 
George, D.C., Oklahoma City. 

. Turley, Ph. D., Oklahoma City. 

. J. Kaufmann, Ph.D., Tulsa. 

. W. Orr, Ph. D., Stillwater. 


D. 
L. 
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DR. SHADE D. NEELY, Muskogee, has been ap- 
pointed County Health Superintendent of Musko- 
gee County, to succeed Dr. Chas. Ed. White, Mus- 
kogee. 


DR. G. M. RUSHING, Durant, has been appoint- 
ed County Health Superintendent of Bryan County, 
to succeed Dr. H. B. Puston, Bokchito. 


DR. AND MRS. A. S. RISSER, Blackwell, have 
returned from Pensacola, Fla., where Dr. Risser 


attended the medical meeting of the Frisco Rail- 
road, which was held in October. 


DR. CHAS. K. MILLS, McAlester, has returned 
from Chicago, where he attended the meeting of 
the American College of Surgeons, and received 
his fellowship in the College. 


DR. JAMES A. LAND of Hohart has been ap- 
pointed Superintendent of Western Oklahoma 
Tuberculosis Sanatorium, Clinton, Oklahoma. Dr. 
Will C. Wait, the former Superintendent is taking 
Post Graduate work at Tulane before opening his 
office in McAlester early in the year. 


DR. ALLEN R. RUSSELL attended the meeting 
of the Southwest Branch Society of the American 
Urological Association held in Tulsa, in October. 


Se 
~v 


News of the County Medical Societies 


OKMULGEE-OKFUSKEE County Medical Soci- 
eties met at Henryetta on Monday evening, October 
25th, at the Purity Cafe. Dinner was served. 

The program was as follows: 

Dr. Morris B. Lhevine, Tulsa, discussed: “Diag- 
nosis and Treatment of Carcinoma of the Breast.” 

Dr. Andre B. Carney, Tulsa, read a paper on: 
“Surgical Procedures Following Irradiation in 
Carcinoma of the Breast.” 

Dr. Russell Pigford, Tulsa, spoke on: “Legisla- 
tive Measures Affecting the Medical Profession in 
Oklahoma.” 











— * 
—— 


OBITUARIES 


DOCTOR HUBERT W. CALLAHAN 
Dr. Hubert W. Callahan, Tulsa, born May 27, 
1887, at Garden City, Kansas, graduated from the 
University of Illinois College of Medicine, Chicago, 
in 1911, and served his internship at Columbus, 
Ohio. Died Monday, October 11, 1937. 

















DOCTOR JOHN W. WERNER 
Dr. John W. Werner, formerly of Newkirk, died 
in a Chicago hospital October 12, 1937, following a 
short illness. 





—-O 
DEATH NOTICES 
(Insufficient data for an obituary) 
Dr. Frank Fannin, Muskogee, Okla., September 
21, 1937. 
Dr. John W. Werner, Newkirk, Okla., October 
13, 1937. 


L). 


Examinations, American Board of Obstetrics and 
Gynecology 





The next examinations (written and review of 
case histories) for Group B candidates will be held 
in various cities of the United States and Canada 
FEBRUARY 5,.1938. Application for admission to 
these examinations must be filed on an official 
application form in the office of the Secretary at 
least sixty days prior to these dates. 

The general oral, clinical and pathological exam- 
inations for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting in San 
Francisco, California, on June 13, and 14, 1938, im- 
mediately prior to the meeting of the American 
Medical Association. 

Application for admission to Group A examina- 
tions must be on file in the Secretary's Office be- 
fore April 1, 1938. 

For further information and application blanks 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, (6), Pa. 
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ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M.D., F.A.C.S. 
717 North Robinson Street, Oklahoma City 











A Reconstruction Operation for Old Unnunited 
Fracture of the Femoral Neck. Paul C. Colonna, 
Jr. Bone & Joint Surg. Vol XIX, No. 4, Oct., 1937. 


The author reports fifteen cases of old ununited 
fracture of the neck of the femur, operated by his 
previously described reconstruction operation for 
this injury. “Very briefly, the essential features of 
this reconstruction operation are: (i) The sec- 
tioning, close to their insertions, of all the muscles 
attached to the region of the greater trochanter, 
preserving a thin layer of fibromuscular tissue over 
the upper end of the bone; (2) the removal of the 
loose head; and (3) the placing of the upper ex- 
tremity of the femur deeply and firmly within the 
acetabulum and transplanting of the gluteus 
medius and the gluteus minimus group of muscles 
downward on the shaft of the femur as far as they 
will reach, securely fastening them to the under- 
lying bone.” 

The author considers three fundamental points 
in recommending treatment for this type of injury. 
The restoration of stability is important, to secure 
adequate weight bearing. This is maintained by in- 
serting the trochanter into the acetabulum of the 
innominate bone. Stability is increased by the 
strong fascia of the thigh and upon the new in- 
sertion of the abductor muscle. 


The maintenance of a satisfactory range of mo- 
tion is important from the standpoint of walk- 
ing, and also for relief of pain. It is imperative 
that no raw surfaces be permitted to oppose the 
cartilage of the acetabulum. 


The third important point is the increase in 
length of an already shortened extremity. It was 
found by examining a number of adult femora that 
the greatest possible shortening by using the 
trochanter instead of the head of the femur was 
only three-fourths of an inch; the average being 
approximately one-half inch. This is due to the 
inclination of the neck of the femur. Pain has been 
found to be relieved by this operation but the 
cause of the pain is very difficult to determine. 
Whether this is due to lack of raw bony surfaces 
grating upon each other or to the increased mo- 
tion and stability of the joint is not known, but 
the fact remains that the pain is partially relieved. 


Following the operation the patient is placed in 
a spica cast with the limb abducted and in com- 
plete extension. After two weeks the posterior part 
of the cast is removed below the knee, allowing 
exercise of the knee and the foot while the patient 
is on his abdomen. After four weeks the patient is 
placed in a well fitting posterior plaster shell or in 
a felt sling and active and passive movements are 
begun at the hip. The patient is not permitted to 
bring the leg in adduction, however, at this time. 
After five or six weeks the patient is permitted to 


get out of bed and is encouraged to walk. Physio- 
therapy is usually of value at this stage. 


The complications of this series in which fifteen 
cases are described, the earliest of which was done 
in 1930, have been rather small. There was one 
death which was possibly a complication of the 
operation; this resulting nineteen days post-op- 
erative from a probable pulmonary embolism. There 
Was one case with a soft tissue infection but no 
bony involvement and a good result was obtained. 
A third case has died from natural causes. In one 
case the stability of the hip was impaired, due to 
the fact that the patient fell and strongly adduct- 
ed the leg and dislocated the upper end of the 
femur. She refused further treatment. However, she 
is up and about doing her housework. Thus, twelve 
of the fifteen cases are up and around with ex- 
cellent range of motion; stable and relatively pain- 
less hips. 


Low Back Pain and Sciatica: Its Etiology, Diagnos- 
is and Treatment. A. Gurney Kimberley. Surg. 
Gyn. & Obst. Vol. 65, No. 2, Aug. 1937. 


The anatomical variations and anomalies that 
exist at the junction of the lumbar spine with the 
sacrum are described in some detail. The weakness 
of a lumbo-sacral junction is pointed out, parti- 
cularly the poor mechanical arrangement, the pos- 
sible frequent separate neural arches, small inter- 
vertebral foramina between the fifth lumbar and 
the sacrum, are all discussed. Common anatomical 
peculiarities include variations in the articulations 
at the lumbo-sacra] junction in which the normal 
sagittal articulation may vary from that of a 
typical sagittal to a coronal, or both may be pres- 
ent in the same person. Posterior displacement of 
the fifth lumbar vertebra occurs and is frequently 
associated with pain in this region. Transitional 
lumbo-sacral vertebra in which the fifth lumbar 
vertebra is apparently partially fused or appears to 
resemble at least the sacrum is described and its 
relation is pointed out to pain in this particular 
region. Exaggerated lumbo-sacral angle and 
spondylolisthesis are well known factors producing 
pain. Osteoarthritis, a condition not an anomaly 
but a degenerative change is also discussed as a 
possible cause. Narrowing of the intervertebral 
spaces from herniations or ruptures of the inter- 
vertebral disc have more recently been described 
as causes of lumbo-sacral pain and sciatica. Re- 
cently spinal punctures have been resorted to as a 
diagnostic aid in low back pain. High protein con- 
tent is suggestive of cord tumor. Moderately in- 
creased protein content was found common in pro- 
trusions of the intervertebral discs in the lumbo- 
sacral area. 

On the basis of the narrowed intervertebral 
foramina between the fifth lumbar vertebra and 
the sacrum, the author explains sciatic and low 
back pain as follows: “A simple adequate explana- 
tion for that major portion of sciatica and its ac- 
companying phenomena not explainable on a re- 
ferred basis is that irritation of the fifth lumbar 
nerve in its intervertebral foramen, or in the spinal 
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canal, causes a neuritis, lowers its threshold to 
stimuli, and sends protopathic sensations out along 
its motor branches. Sensory branches within the 
nerve which go to the lateral aspect of the leg are 
also stimulated, accounting for the more superficial 
nature of the pain and the occasional sensory 
changes in that area. If stimuli are strong enough 
they may spill over into the other branches of the 
sciatic nerve, resulting in such a phenomenon as 
pain in the lateral plantar aspect of the foot.” 


The diagnosis of low back trouble is rather dif- 
ficult. It usually occurs between the years 20 and 
50. Symptoms usually persist over several years and 
many doctors have the opportunity of treating 
these patients. Frequently a single traumatic ac- 
cident initiates the symptoms, but more often there 
is an insidious onset with exacerbation following 
severe strain or trauma. Symptoms include muscle 
fatigue and ache in the low back area, which 
radiates out over the sacro-iliac joint and into the 
buttocks. There is stiffness of tthe back in the 
morning. Low back pain is experienced when quick 
movements are made, lifting, coughing and strain- 
ing are painful. Foci of infection tend to increase 
the backache. Menstruation or chronic inflam- 
matory conditions in the pelvic region increase the 
pain. A lateral lift to the trunk is frequently noted. 
There may or may not be a contracted tensor 
fascia lata. Poor posture is a common finding. 
Various tests can produce motion in the lumbo- 
sacral joint, and usually cause pain. 


Differential diagnosis made of a primary 
myofascitis, spondylitis ankylopoietica (Marie- 
Strumpell type), osteo-arthritis, sacro-iliac strain, 
coccygodynia, fractures of the spine, cord tumors. 


The treatment is divided into treatment for 
mild cases, which is non-operative consists of ex- 
ercises to improve the body posture, heat and mas- 
sage, elimination of bed sag by fracture board, and 
elimination of foci of infection. In cases of mod- 
erate severity it is advisable to apply a support- 
ing belt, corset or brace. In severe cases, the non- 
operative treatment consists of a brace, bed rest, and 
sometimes adhesive traction to the legs with daily 
baking and massage. Epidural injections and for- 
cible manipulations are discouraged. The operative 
treatment consists primarily of tensor fasciae latae 
fasciotomy and of a lumbo-sacral fusion. The 
fasciotcmy is very valuable in some cases and is 
worth a trial in cases particularly which do not 
show severe anatomical anomaly. An ideal patient 
for this operation is one whose predominating symp- 
tom is sciatica and who has had the condition for 
less than a year and shows no X-ray evidence of a 
generalized spinal arthritis. Cases with too ex- 
tensive a spondylitis to justify a spinal fusion may 
be relieved by this procedure. It keeps a patient 
in the hospital only a week; is very simple, and 
should be tried before trying the more severe 
spinal fusion. In very severe cases, which include 
those cases which have had every effort at non- 
operative treatment, spinal fusion of the lumbo- 
sacral joint has been found to be the best treat- 
ment. Approximately 70 per cent of these severe 
cases have been relieved by this type of operation. 
This is a very high percentage of relief consider- 
ing the severity and the length of time the patient 
has had symptoms. An additional seven per cent 
had from 75 to 90 per cent relief. 


The conclusions drawn are that low back pain 
and sciatica are commonly due to an unstable fifth 
lumbar vertebra which had placed upon support- 
ing muscles, ligaments and joints, a load they are 
unable to carry. Most cases will get relief from non- 
operative measures. Tensor fasciae fasciotomy is 
a useful adjunct in the treatment of these cases. 
Lumbo-sacra] spinal fusion is the most satisfac- 


tory operative procedure and is indicated in about 
10 per cent of the patients. 
Eard D. McBride. 
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EYE, EAR, NOSE AND THROAT 


Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 











Late Results of Extraction of Cataract. Edward 
Jackson, M.D., Denver. Archives of Ophthalmo- 
logy, September, 1937. 


Again Jackson makes a valuable contribution to 
ophthalmologica] literature. He makes the point 
that the statistics of any large eye clinic such as 
in India, Vienna, London or America fail to cor- 
rectly evaluate the end result of a cataract ex- 
traction. The reason is obvious. The patient goes 
to the clinic and is operated and fitted with the first 
glasses after the lens extraction and in the ma- 
jority of cases fails to return to the one who did 
the operation. This is much different in private 
practice, where often the patient can be followed 
to the end of life. 


An instance is cited of a diabetic patient who 
had one eye operated in Vienna and the next year 
the other eye operated in Wiesbaden. Eighteen 
months later he was seen by the author. Examina- 
tion showed him wearing a spherical lens which 
gave him a vision of 0.3 in each eye. When the 
astigmatism was fully corrected he had a vision of 
1.3 in each eye. Another example is given of a wo- 
man, age 65. whose left eye was hopelessly dam- 
aged, probably from using it too soon after opera- 
tion with a subsequent chronic uveitis which had 
left vitreous opacities. 


Jackson points out “that ample time, often sev- 
eral months, must be allowed the eye for recovery 
after operative treatment that so disturbs its whole 
nutritive mechanism.” He notes further that many 
times when both eyes of an individual have been 
operated, it is the eye that takes the longest to 
recover, that has the best result. 


There are four cases in which cataract is com- 
plicated by glaucoma. Two patients had an increase 
in tension following needling for capsular opacity. 
This was controlled by miotics. One other had a 
chronic glaucoma before lens extraction; vision 
was but slightly improved. The other was a lady, 
age 56, that had bilateral acute glaucoma while 
recovering from facia] erysipelas. One eye required 
an iridectomy while the other recovered with the 
use of physostigmine. Ten or eleven years later the 
author saw the patients for cataracts. Glaucoma 
at that time was absolute in one eye. There was 
good light perception in the other eye: lens ex- 
traction gave her a vision of 0.1 which she had kept 
for two years afterward. 


Four cataracts associated with tetany are re- 
ported. Calcium, parathyroid and thyroid were 
given ineffectually. Lens extraction gave normal 
vision in all four eyes. 


The author's experience tends to confirm the 
idea that probably myopia may have something to 
do with the formation of cataracts. He reports 
that he has found that these eyes “bear extraction 
of cataract as well as most other eyes.” 


In regard to uveitis he says “The important point 
is that most causes of uveitis can be removed en- 
tirely, and if this is done long enough before the 
operation the history of previous uveitis is no bar 
to the extraction of the cataract.” 


A table of cases accompanies this article. It con- 








418 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


sists of forty-nine cases, age of patient at opera- 
tion, age of patient when last seen, complications, 
vision before extraction and vision after extrac- 
tion. 

The technic of the operation, as it is done by 
the author is given in detail. Discussions by Dr. 
Allen Greenwood, of Boston, and Dr. Edward C. 
Ellett, of Memphis, are included. 


Dr. Jackson’s closing paragraph: “Certainly the 
point that the general structure and the relations 
of the eyeball should be as little disturbed as pos- 
sible in the operation for cataract is an important 
one to have in mind in every manipulation of the 
instruments that one makes at the time.” 


Surgical Treatment for Suppurative Petrositis. A. 
Critique. Samuel J. Kopetzky, M.D., New York. 
Archives of Otolaryngology, September, 1937. 


This paper was read at the Forty-Third Annual 
Meeting of the American Laryngological, Rhino- 
logical and Otological Society, Inc., Atlantic City, 
N. J., June 4, 1937. 


Kopetzky was one of the original investigators 
of suppurative petrositis. His paper has the fol- 
lowing summary: 

“Surgical operation on the petrosal pyramid 
should be limited as much in extent as the situa- 
tion of the lesion permits. No one advocated pro- 
cedure is applicable to all types of involvement 
and to all the varying lesions which may be pre- 
sented in the pars petrosa. 

Diagnosis should endeavor to recognize the lesion 
while it is still intrapetrosal. The factors deter- 
mining an advancing and progressing lesion must be 
differentiated from those characteristic of one that 
is in recession and from which recovery is to be 
expected. In this connection, recognition must be 
given to the fact that many petrosal infections 
heal spontaneously after the performance of ade- 
quate simple mastoidectomy. 

The simple mastoidectomy alone will suffice 
usually only when the lesion is limited to the pos- 
terior labyrinthine area. 

Complete simple mastoidectomy and the location 
of a posterior lJabyrinthine fistula suffice, provided 
the operation is promptly followed by a remission 
of all symptoms and this improvement is perman- 
ent. 

When the lesion is located in the area encom- 
passed by the epitympanic space, the Voss pro- 
cedure may be used. Its results must be judged by 
prompt remission of all symptoms, as are those of 
the complete simple mastoidectomy. 


When anterior labyrinthine fistulas are suspect- 
ed or enclosed empyema of the tip area is diagnos- 
ed, a complete radical tympanomastoidectomy 
combined with search for such fistulas should be 
undertaken. When found, such fistulas should be 
adequately drained. Nothing more is needed if 
symptoms from the petrosal infection then subside. 
If, however, the clinical picture instead of subsid- 
ing, continues or increases in intensity, the Almour 
technic is indicated to evacuate encapsulated em- 
pyema. Roentgenograms will furnish material 
diagnostic data. 

If after one has established adequate drainage 
from spontaneously formed fistulas or by the 
Almour procedure the patient nevertheless con- 
tinues to present increasing signs and symptoms 
threatening extrapetrosal rupture or meningeal in- 
fection, the Lempert technic holds out the best 
means of completely removing the purulent focus 
within the pars petrosa and should be undertaken. 


Almour and I have handled forty-six cases of 
proved purulent infection in the petrosal pyramid. 
In ten cases there was a posterior labyrinthine 
fistula. In twenty-one there was an anterior laby- 
rinthine fistula. In four there were an anterior 
and a posterior fistula. In seven there was enclos- 
ed empyema of the pars petrosa. In eleven menin- 
gitis was present prior to our operative procedures, 
and four of the patients died. There were eight 
deaths and thirty-seven cures in all. In three of 
our cases evacuation of the purulent material took 
place through a gravity abscess in the lateral 
pharyngeal wall. We had one patient with menin- 
gitis who has recovered. We performed a simple 
mastoidectomy ten times and drained fistulas. We 
performed a radical mastoidectomy twenty-five 
times and drained fistulas. We operated by the 
Almour technic for enclosed empyema eight times. 
We used the Lempert technic three times, with 
three cures. In one case the condition was recog- 
nized but no operation was done except simple 
mastoidectomy. This was the first case of our 
series, in which the lesion was studied at autopsy 
and which started us on this work. 


We have observed many cases in which the con- 
dition was diagnosed by others as petrosal involve- 
ment but in which the symptoms did not meet our 
criteria for establishing the diagnosis. These are 
not included in our record, nor are the few cases 
we observed in which there was a symptom-com- 
plex of petrositis and in which healing occurred 
without resort to additional surgical] treatment. In 
these cases there was no pathologic proof of petro- 
sal involvement. This summary comprises only 
cases in which a pathologic condition was demon- 
strable in the pars petrosa.” 


The use of Radon in the Treatment of Metastatic 
Carcinoma of the Choroid. P. Jameson Evans, 
Birmingham. British Journal of Ophthalmology, 
September, 1937. 


This is a case report of a female, age 41, whose 
chief complaint in December, 1935, was a foreign 
body in her left eye. Examination did not show 
a foreign body to be present. In January she re- 
turned complaining of defective vision in this left 
eye, which became progressively worse for a fort- 
night. It was at this time that a history was ob- 
tained of having had the left breast removed in 
1932 for carcinoma. The fundus of the left eye 
showed a pale exudate. Matastatic growth being 
considered, the left eye was excised. The patho- 
logical report was ‘secondary adeno-carcinoma.” 


March 9, 1936, the patient came in complaining 
of dimness of vision in the right eye. Examination 
showed a spreading detachment of the retina, 
which was similar in appearance to that observed 
previously in the left eye. The following operation 
was done: The conjunctiva was cut in a semicircle 
below from three o’clock to nine o'clock and re- 
sected widely. The inferior rectus muscle was cut 
and retained with a catgut suture. After exposure 
of the lower half of the sclera, four radon seeds 
were stitched to the sclera. A thread was attached 
to each seed for purpose of withdrawal. The rectus 
muscle was re-sutured in its original position. The 
radon seeds were removed at the end of a week 
without reopening the wound. 

April 17, 1936, vision was slightly improved but 
the fundus picture remained the same. A gradual 
improvement was noted however and on May 29, 
1936, recovery of vision was complete. 


October 21, 1936, because of a reoccurrence of 
the signs and symptoms the radon seed implanta- 
tion was repeated and the era extended. Complete 
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recovery of vision did not follow or had not up un- 
til January 1, 1937. 

The author’s summary is as foilows: 

(a) The occurrence of bilateral metastatic car- 
cinoma of the choroid during a period of 
three months, two months elapsing between 
the incidence in the left eye and that in 
the right eye. 

(b) The confirmation of the pathology in the 
case of the left eye and the exactly similar 


appearance of the right eye at a later date . 


put the diagnosis in the second eye beyond 
doubt. 

(c) The method of application of radon seeds 
to the sclera. 

(d) The latent period, following the operation, 
of some two or three weeks before much 
appreciable change in the appearance of 
the growth took place; the progressive na- 
ture of this change over some two months; 
the widespread choroidal reaction which 
also was progressive for about the same 
period. 

(e) The complete replacement of the retina 
upon the disappearance of the growth with 
full return of the visual field and of visual 
acuity. 

(f) Absence of any sign of recurrence in the 
eye over a period of seven months. 

(g) The successful application of radon a second 
time resulting again in disappearance of 
the tumor. 

(h) The gradually increasing glandular char- 
acter of the metastatic growths as compar- 
ed with the primary breast tumour. 

Microscopic sections of the left eye and the 

breast and axillary gland are reproduced as well as 
the appearance of the right fundus before and 
after operation. 


Tuberculous Ulcerations of Mouth and Pharynx. 
F. C. Ormerod. The Journal of Laryngology and 
Otology, October, 1937. 

Sir William Milligan is quoted: “The nearer 


tuberculosis of the respiratory tract gets to the 
surface the more serious it is, and the shorter the 
patients’ remaining life.” When the larynx, tonsil 
and fauces are involved the case may be expected 
to terminate in two to three months. However if 
the lesion occurs in the mouth or on the tongue, it 
is more responsive to treatment and as a rule the 
patient lives longer. If the floor of the mouth, 
gums and lips are the site of the lesions, the prog- 
nosis is not so good. 


The basis of this report is an analysis of 17,000 
cases examined in the Throat Department of the 
Brompton Hospital in the past fifteen years, about 
two-thirds of these had a tuberculous infection 
of the chest; the others had a non-tuberculous 
chest condition. The following was found: 3,120 
cases Of tuberculosis of the larynx; 22 cases of 
tuberculosis of the tonsil: 32 cases of tuberculosis 
of the pharynx, 4 of the post-nasal space and two 
of the lips. 

For the past five years the cases were as fol- 
lows: twenty-one in the mouth and pharynx 
(thirteen males and eight females); in tuberculosis 
laryngitis about the same proportion was shown. 
Disease of the mouth and larynx seemed to occur 
in a slightly younger age than in the larynx. 


The tuberculous lesion in the pharynx and 
mouth follow the disease of the lungs. It is not 
found in the early stages. By the author it is con- 
sidered a bad sign when it appears in the pharynx 


and mouth as it indicates a break-down in the re- 
sistance of the patient. 


The ulcers are illustrated by the author with 
drawings. They are flat with an irregular edge, not 
deep; slightly undermined edge; base granular and 
covered with tenacious mucus. One of the com- 
plaints of the patient is suffering from an abund- 
ant outflow of mucus, which necessitates constant 
spitting and swallowing. In pharyngeal cases, the 
chief complaint is pain. Swallowing is difficult 
and painful so that the patient avoids taking food 
to escape the pain of swallowing it. As a result, 
due to semi-starvation and a rapid decrease of re- 
sistance, the patient goes downhill rapidly. 

Ten illustrative cases are reported. The author’s 
closing is: 

“I have tried lactic acid, and guaiacol, and tri- 
chloracetic acid, but the best of all treatments 
is diathermy. 

“Diathermy is better in the mouth and pharynx 
than the galvanocautery, though I prefer the 
cautery for the larynx. 

“Diathermy is applied under cocaine anaesthesia 
and a needle electrode is used for the edges of 
the ulcer, and a ball or button electrode for 
the base.” 

—— , a 
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Incontinence of Urine in the Female, the Urethral 
Sphincter Mechanism, Damage of Function, and 
Restoration of Control. By William T. Kennedy, 
New York City, New York. American Journal of 
Obstetrics & Gynecology, October, 1937, Page 576. 


This is a report of 28 patients Operated upon 
for incontinence of urine in the female with a 
discussion of the cause of such incontinence and 
the operative technic employed by Kennedy. 


The fundamentals underlying urethral sphincter 
control have been determined by Kennedy to in- 
clude an involuntary muscular sphincter and a 
voluntary muscular sphincter derived from fibers 
originating in the white line of the pelvis. He 
points out that the involuntary sphincter is fre- 
quently damaged during labor because scar tissue 
from trauma attaches the urethra to the pubic 
rami and therefore prevents normal function of 
the circular muscle fibers. In addition to this it 
was also his contention that the medial union of 
the involuntary muscle fibers is either defective 
at birth or is injured during labor. 

The basis for operative procedure lies, therefore, 
in two principal phases—1l. Thorough and com- 
plete mobilization of the urethra from the pubic 
rami followed by sutures to join the uninjured 
urethral covering in the mid-line below the ure- 
thra, thereby permitting unimpaired involuntary 
muscle function. 2. Suture of the loose ends of the 
voluntary muscle fibers beneath the urethra. He 
considers it necessary that the urethra be exposed 
throughout its length and that the initial suture 
line must approximate the tissues which have been 
freed throughout this entire area. 


The operative technic is well described. 


Of the 28 cases reported only one failed to have 
a good result and the only complete failure was 
one whose operation was followed by an infection 
with slough in the anterior vaginal wall. 


The complications experienced by Kennedy 
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were cystitis and trigonitis and in one patient ac- 
cidental laceration of the urethra during repair 
with subsequent leakage. (This case was subse- 
quently re-operated upon satisfactorily.) 


In the discussion Dr. Thomas C. Peightal reports 
that the Kennedy procedure has been employed 
at the Roosevelt Hospital for the past year in 15 
patients with incontinence. All satisfactorily with 
the exception of one who leaks occasionally on 
severe coughing. 

COMMENT 


This article is abstracted because most of the 
operations for incontinence of urine in the female 
have been unsatisfactory. The more simple plans 
such as the Kelly operation have been safe but 
the results were not as certain as could be hoped. 
Many extremely complicated procedures have been 
advised and used with considerable complications 
and unexpected results. This is not an uncommon 
condition in women and its correction with some 
surety is an extremely important field of treat- 
ment. The reasoning underlying Kennedy’s con- 
ception of the sphincter mechanism and the re- 
sults of the operations performed certainly justify 
the employment of this procedure in most cases 
of incontinence, reserving the simpier Kelly opera- 
tion for the milder incidences of incontinence 
where it has always been quite satisfactory. 

Wendell Long. 


The Effect of Pregnancy on Malignant Tumors. 
By Frank R. Smith, New York City, New York. 
American Journal of Obstetrics and Gynecology, 
October, 1937, Page 616. 


This is a report based upon a group of 54 patients 
suffering with malignant tumors who have also 
had one or more pregnancies occurring simul- 
taneously or following the treatment of the tumor. 
All of these patients have come under the obser- 
vation of the author. 


While this is a reasonably small number of pa- 
tients, it is a valuable report because most of the 
information about these associated conditions has 
been based upon the reports of isolated cases of 
malignant tumors complicated by pregnancy. There 
has been, therefore, a variance of opinion, most 
contending that the pregnancy had a harmful 
effect but others from their limited material con- 
cluding that pregnancy had a beneficial influence. 


The rarity of the combination of malignancy and 
pregnancy is best explained by the fact that the 
majority of patients developing malignant tumors 
are beyond the child-bearing age or in the last 
decade of child-bearing age. 


A summary is given of each of the 54 histories 
and quite elaborate tables presented for statistical 
review. 

The justifiable conclusions which are drawn by 
the author from this group of patients furnish 
excellent crystallized opinion relative to the effect 
of these conditions and the best means of treat- 
ment. They follow. 


“I. Concerning the Patient: 

A. Pregnancy is deterimental to, and should 
be prevented in patients having unarrest- 
ed malignant tumors. 

B. Growing malignant tumors may be tem- 
porarily retarded by pregnancy but the 
growth is accelerated after the termina- 
tion of the pregnancy. 

C. Pregnant patients with malignant tumors 
have a better prognosis: 

1. If the pregnancy is not interrupted; 


2. If the pregnancy follows treatment of the 
tumor rather than occurring simultaneously 
with it. This is true whether the length of 
life from the time of treatment of the tumor 
or the length of life from the beginning of 
pregnancy is taken for comparison. The lat- 
ter gives a more accurate measure of the ef- 
fect of the pregnancy upon the tumor; 


3. If, in patients becoming pregnant after the 
tumor therapy, more rather than less than 
two years have elapsed since the tumor 
therapy; 


4. If, in the breast and nongenital groups, the 
patient is not aborted, regardless of the 
time relationship of the pregnancy to the oc- 
curence of the tumor. This is possibly also 
true in the genital group, but in the early 
months of pregnancy the patient is usually 
aborted by the tumor therapy anyhow. In 
this series no patient in the genital group 
became pregnant after the tumor therapy; 


5. If the breast and genital tumors are treated 
before the end of the pregnancy. It is of dis- 
tinct advantage to the patient to treat these 
tumors and ignore the pregnancy, but it is 
better for the patients with certain non- 
genital tumors not to be treated until the 
pregnancy is ended, especially with mala- 
noma. 

D. As to the stage of the pregnancy (using 
four months as an empirica] borderline) 
when the patient was first seen: If the pa- 
tient is aborted, there is some slight ad- 
vantage in early over late abortion in the 
nongenital group, but a distinct disad- 
vantage in the breast group and total. All 
groups fared better if not aborted, regard- 
less of the stage of the pregnancy when 
first seen. 


E. As to Parity: Abortion was especially dis- 
astrous to primigravid women, whereas 
both primigravid and multigravid women 
did about equally well if not aborted. 


II. Concerning the Fetus: 


A. Irradiation of breast and nongenital tum- 
ors in pregnant women has no tendency 
to produce malformed babies. 


B. In the genital group irradiation of the 
pelvic regions will usuaNy produce abor- 
tion in the early months of pregnancy. 
This series sheds no light on the effect 
on the fetus of irradiation of the pelvis in 
the first half of pregnancy because no pa- 
tient receiving such treatment went to 
viability. 

C. In the latter months of pregnancy car- 
cinoma of the cervix can be irradiated 
locally without affecting the baby or pro- 
ducing abortion. 


D. Of 41 known viable normal offspring at 
birth, only 25 could be traced at the pres- 
ent time. These show no evidence of any 
bad effects of tumor therapy at the pres- 
ent time (one to ten years of age).” 


COMMENT 


While this combination of conditions is rare, 
this report has a particular significance because 
malignancy is frequently suspected in the breast 
and genitals during pregnancy. From the informa- 
tion included in this article and from other sources, 
it is quite evident that the rules for diagnosis and 
treatment are practically unchanged during preg- 
nancy. One must have positive evidence of diag- 
nosis and then treat suspected tumor according 
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to its character. It will be found most frequently 
that the tumor is not a malignant growth. This 
does not minimize the necessity for most careful 
study and biopsy examinations to prove the char- 
acter of suspected malignant lesions associated 
with pregnancy as well as without. 

Wendell Long. 


Fascial Suture Operations for Hernia. Summary 
and End-Results of One Thousand, Four Hun- 
dred Eighty-Five Operatioons. By Cari G. Bur- 
dick, David H. M. Gillespie, and Norman L. 
Higginbotham. Annals of Surgery, September, 
1937. 


The authors began the use of fascia for the re- 
pair of certain types of hernia at the Hospital for 
Ruptured and Crippled, New York, a little over 
ten years ago. The method was employed parti- 
cularly in connection with direct inguinal] hernia, 
a combination of direct and indirect inguinal 
hernia, large scrotal hernia in which the canal had 
lost its obliquity and the internal ring lies ap- 
proximately behind the external ring, in all forms 
of recurrent hernia, and all ventra] hernial, in- 
cluding the umbilical and epigastric types. 


It the main, autogenous fascia, from the fascia 
lata, has been employed, but in the early part of 
the series of over fourteen hundred operations 
homologous fascia was sometimes used, and, ac- 
casionally, ox fascia. 


The authors have come to the conclusion that 
the employment of fascia has been followed by a 
recurrent rate that is too high; that the large 
needle and bulky fascia produces a “weak spot” 
that predisposes to a recurrence; that the per- 
centage of infection “was higher than it should 
have been and we were unahle to reduce it ap- 
preciably.” 


Contrary to the report by Gallie and LeMeusrier, 
the authors have found but little evidence of the 
fascia formerly used in an operation when it was 
necessary to do a subsequent operation because 
of recurrence. 

Infection of the operative area occurred in 8.9 
per cent. The percentage was not quite as high 
in the autogenous fascia cases, it being 7.9 per 
cent, while the homologous was 12.8 per cent and 
the ox fascia 12.1 per cent. 


The fourteen hundred eighty-five operations 
were done on 1092 patients. Sixty-eight per cent of 
the patients were traced for one year or longer. 
There was recurrence in 107 in less than one year 
and in 177 after one year. 


The folowing are the conclusions of the authors: 


“One thousand four hundred eighty-five fascial 
suture operations for the repair of all types of 
hernia are fully analyzed with particular reference 
to the percentage of recurrence. 


(1) Infections are more common in herniae re- 
repaired with fascia than in those in which 
other forms of suture material are used. 

(2) The incidence of infection in our series is 
lowest in the group repaired with auto- 
genous fascia (7.9 per cent); it is much 
higher in those repaired with homologous 
fascia (128 per cent) and ox fascia (12.1 
per cent.) 

(3) The number of recurrences is discouraging. 
it is true that fascia repair was reserved 
for only the more difficult types of hernia 
but we had hoped for more encouraging 
results. 


(4) The introduction of a large needle through 


the transversalis fascia and Poupart's liga- 
ment frequently left a weak spot which pre- 
disposed to a recurrence. 


(5) The fact that in many of our reoperated 
cases we were unable to find any evidence 
of the previously used fascial sutures forces 
us to conclude that the theory of fascial 
sutures for hernia repair is based on an 
erroneous principle.” 

LeRoy Long. 


Reflexion Sur Le Syndrome D’Embolie Arterielle 
Des Membres (Consideration of Embolism of the 
Arteries of the Extremities). By Marc Iselin and 
R. Heim de Balsac. La Uresse Medicale, Septem- 
ber 29, 1937. 


This article is apparently based, primarily upon 
observations in connection with four patients upon 
whom surgical] operations were done for what ap- 
peared to be embolism of the arteries of the ex- 
tremities. 


The first patient mentioned was a woman of 81. 
She had mitral decompensation. There were signs 
of embolism of the upper right arm (“du membre 
superieur droit”). She was seen 46 hours after the 
first symptoms appeared. The forearm was cya- 
notic, the hand cold and pale, the fingers in semi- 
flexion. There was no evidence of pulsation of 
artery distal to the subclavian. An operative incis- 
ion was made so the axillary artery could be ap- 
proached. The artery was opened and a clot six cen- 
timeters long removed. In half an hour the pain 
had disappeared. In the late afternoon the hand 
appeared to be quite normal, and the fingers were 
souple. The patient was discharged from the Clinic 
in four days. She died two months later of a mas- 
sive hematemesis. 


The second patient was a woman 37 years of 
age. There was mitral decompensation. She was 
seen five hours after an attack of pain in the lower 
abdomen, associated with absence of pulsation in 
any of the arteries of either lower extremity. There 
was a diagnosis of embolism at the bifurcation of 
the aorta. A laparotomy was done, the aorta being 
incised. There was escape of black and sticky blood. 
No clot was found. Thinking that the obstruction 
might be lower down, the external iliac was in- 
cised, but no clots were found, The internal iliac 
was incised with the same negative finding. The 
operative wounds in the vessels were closed. About 
that time there seemed to be a return of pulsation 
in the arteries. In the afternoon of the day of the 
operation the legs were of normal color. The pain 
had ceased. Oscillations, determined by the instru- 
ment of Pachon, had returned, but the patient was 
weak. She lived 10 days when there was death due 
to uremia. Now there is a statement that should 
be pondered, for the authors say that autopsy 
showed integrity of the arterial system. In this 
connection the authors ask the question, “Was 
the result due to incidental sympathectomy?” In 
other words, were the symptoms and signs, inter- 
preted to be symptoms and signs of arterial ob- 
struction due to embolism, the expression of 
arterial spasm? 

The third patient was a man 37 years of age. 
There was heart disease with decompensation. The 
attack began with moderate pain in the axilla, 
followed by ischemia of the arm and hand on the 
same side. A surgical operation was done. The 
axillary artery was incised and a clot 15 cm. 
(about six inches) long was removed from the axil- 
lary artery. Blood flowed from behind. There was 
some difficulty in closing the opening in the ar- 
tery. In contrast with the second patient, there 
was no relief. Four days later there was a dis- 
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articulation of the elbow because of gangrene of 
the forearm. This brought no relief, and the pa- 
tient died. The autopsy revealed that all the 
branches of the arterial system in the arm were 
filled with clots, 

After the report of the case of the third patient 
the authors make this query: “How is it possible 
to explain an embolism made up of a series of clots 
not only in the principal artery but in all the col- 
lateral branches as well, the upward limits of all 
of them being at the root of the arm”? 

The case of the fourth patient will not be re- 
ported here, but it was quite as bizarre as the 
others. 

The authors have a theory that the arrest of 
arterial pulsation (presumably due to spasm) is 
the primitive phenomenon, and that the appear- 
ance of clots in the vessel are secondary phe- 
nomena. 

COMMENTS 

In this rather unusual article, the authors, in 
a more or less indirect manner, emphasize the im- 
portance of angiospasm in connection with evi- 
dences of impaired circulation, especially in those 
patients who have degenerative processes of the 
cardio-vascular system. In our judgment, it is a 
possibility that should always be considered. 

LeRoy Long. 


Cancer of the Duodenum (Le Cancer Du Duode- 
num). By Dimitresco-Popovici, Bucarest. La 
Presse Medicale, December 8, 1934. 


Primitive cancer of the duodenum is extremely 
rare. When present, it is most often an invasion 
from cancer of the pylorus, from the canal of 
Wirsung or from the common bile duct. 


R. Gutmann is quoted as saying in a book that 
he has written that cancer of the duodenum may 
be found in three localities. The first is cancer 
above the level of the ampulla of Vater. In this 
locality it is practically never found. In that con- 
nection, Mateer and Hartmann report only six 
cases of primary cancer of the duodenum in i76,- 
000 admissions to hospital. 

It appears that cancer of the doudenum is most 
often found in the second locality named—that is, 
on a level with the ampulla of Vater. In that case 
it seems pretty clear that the cancer usually arises 
from the ampulla, or, perhaps, from aberrant pan- 
creatic tissue. Geiser, Cole and Roberts, Pie and 
Schuller are quoted in connection with this state- 
ment. 


The author states that he has not been able to 
find in the literature any report of cancer local- 
ized in the third portion of the duodenum—that 
is, that portion distal to the ampulla of Vater. 
(“Nous n’avons pas trouve de cas de cancers 
localises dans la 3 ieme portion duodenale, au 
cours de nos recherches bistiographiques.”) 

With reference to the etioloyic relation of biliary 
lithiasis to cancer of the dued;mum, Schuller, and 
Forge and Chauvin are quote, to the effect that 
out of 86 cases of cancer jf relation with the 
ampulla there were bui i! /ases with co-extstine 
biliary lithiasis. 

In the course of the article the case of a patient, 
aman 47 years of age, who had been ill for six 
months, and whose subjective symptoms were pain 
in the epigastric region, pain about the waistline 
and in the back, with vomiting of acid material 
after meals, is reported. 

Examination, including radiographs, led to the 
conclusion that there was a perforating ulcer of 
the stomach into the pancreas, and that there was 
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probably a neoplasm in immediate relation with 
the pylorus. An exploratory operation was per- 
formed, and during the manipulation there were 
accidental ruptures of the distal portion of the 
stomach, necessitating an emergency’ gastro- 
pylorectomy. The patient expired the next day. 
Autopsy disclosed an ulcer of the lesser curvature 
of the stomach perforating into the pancreas. The 
mucous membrane of the stomach was atrophied, 
and here and there were other ulcerations. The 
walls of the pylorus were completely replaced in 
several areas by connective tissue, but as one 
approached the duodenum the connective tissue 
gave way to muscular tissue. The histo-pathologic- 
al report was: (1) chronic gastritis. (2) cylindrical 
epithelioma of the duodenum. 


After discussing the report of the pathologist, 
the author is apparently unable to come to a sat- 
isfactory conclusion as to the relation between the 
gastric ulcer and the epithelioma of the duode- 
num. However, the article is terminated by certain 
statements that would indicate a belief that there 
Was a very direct relation between pathology of 
the stomach and the cancer. He says that the 
practical deductions in connection with the case 
are: 1. That, from a surgical point of view, there 
should be an extensive gastro-pylorectomy, with 
ablation of the duodenal bulb, in the course of 
ulcer of the lesser curvature of the stomach in 
close relation with the pylorus. 2. That there should 
be a systematic histological examination of all the 
material removed at operation which would 
probably give exact information about the fre- 
quency of neoplastic transformation of the duode- 
num in the course of an ulcer of the stomach in 
which there has not been malignant transforma- 
tion. 

LeRoy Long. 
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Foreskins as Skin Grafts. F. Ashley, Brooklyn, N. 
Y. Annals of Surgery, August, 1937. 


The author states that of the methods used to 
cover large denuded areas, not one is simpler than 
the use of circumcised prepuces. Any hospital hav- 
ing an active maternity service, he states, affords 
all the necessary material. If desired as grafts, but 
not required immediately, they may be kept in 
physiologic solution of sodium chloride in a re- 
frigerator or may be embedded in ice cubes. They 
can be used not only where thin skin is required 
but also where thick skin has been destroyed, e. g., 
on the sole of the foot, as the general tendency of 
any graft is to take on the characteristics of the 
skin in its new location. These grafts might be 
used for chronic ulcers, and to cover amputation 
stumps. The author does not dispute the superior- 
ity of autografts over isografts. Nevertheless his 
experience with the use of prepuces has convinced 
him that they are well worth using. He suggests 
that all foreskins available be saved. To avoid 
syphilitic infection it would be wise to investigate 
the donors carefully, although it is not likely that 
the spirochete will survive when the foreskins are 
preserved. 


COMMENT: I cannot share in the enthusiasm 
the author displays in the use of foreskins to cover 
large denuded areas for the following reasons: 1. 
I doubt that any such grafts will live and grow 
into a useful integument. 2. Isografts have not 
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been proved practical. They do not survive. 3. The 
aesthetic feature is definitely against the use of 
such material. 4. I do not believe any such graft 
used as a full thickness transplant will survive, for 
as long as a few days. 5. In cases that require ex- 
tensive grafts one is wise to use either small thick 
grafts or large split grafts. 6. The author admits 
spirochetes will not survive the “cold storage” 
period and I doubt that the foreskins will survive. 


Treatment of Epithelioma of the Lip by Electro- 
desiccation. Howard Morrow, M. D., Hiram E. 
Miller, M. D., and Laurence R. Taussig, M. D., 
San Franscisco. Condensed from Archives of 
Dermatology & Syphilology. May, 35: 821-830. 


The authors describe the treatment of early 
stages of epithelioma of the lip which can readily 
be carried out in ambulatory patients. It is de- 
sirable to complete the destruction or removal 
of all neoplastic cells with as little damage to nor- 
mal tissue as possible, in order to preserve function 
and to produce the best cosmetic result. 


Surgical therapy results in a high percentage of 
cures, if properly done, but there is considerable 
loss of normal tissue and in most instances it is a 
hospital procedure, which adds to expense and in- 
timidates the patient. 

Irradiation also cures a large percentage and is 
of outstanding value in the palliative treatment 
of inoperable and extensive lesions. The chief 
shortcoming of radiation is that the resulting scar 
may, in course of time, exhibit the usual after ef- 
fects of intensive radiation, such as atrophy, telan- 
giectasia or keratosis. The damage done to adja- 
cent normal tissue increases the difficulty of 
treating a recurrence or new malignant growth in 
the same area. There is also a lack of material 
for microscopic examination. 


Cautery may be effective but all cauterizing 
methods sacrifice a considerable amount of nor- 
mal] tissue in order to be certain of destroying all 
malignant tissue. 


Various combinations of these methods have been 
used, especially surgery plus irradiation. 


For the past five years the authors state they 
have regularly treated epithelioma of the lip by 
means of curetage followed by electrodesiccation. 
The area is anesthetized by injecting 1 or 2 cc. of a 
2% solution of procaine hydrochloride around the 
lesion. The lip is compressed between the thumb 
and forefinger and the pulpy tissue removed by a 
sharp curet. This permits a more accurate survey 
of the extent of the field of the lesion than can be 
obtained by inspection and palpation. 


In most cases there is little or no bleeding. A 
piece of biopsy tissue may be removed with a 
biopsy punch before curetting is started or the 
curetted material may be saved for this purpose. 
The growth frequently shells out showing a line 
of demarcation between it and the normal tissue. 
After curettage the area is treated with a rather 
intense monopolar current the tissue being desic- 
cated to a depth of 2 or 3 mm. 


The lesion is dusted over with an antiseptic 
powder once or twice a day. A dressing is rarely 
required. In the course of 10 days or two weeks 
the slough separates and the area heals in about 
six weeks. The resulting scare is frequently thick 
at first but in the course of a few months it usually 
flattens out, leaving a surprisingly insignificant 
slightly indurated area. 


The one complication is hemorrhage; it is en- 
countered in about one in 12 cases and usually oc- 
curs when the slough separates. It is generally not 


severe and yields to the compressing of the lip for 
a few minutes between two fingers. 


The treatment outlined is particularly adapted to 
early lesions which have not penetrated the muscle. 
Long standing lesions with palpable metastatic 
masses in the cervical lymph nodes are referred to 
the surgical or to the roentgenologic department. 
Instances of keratotic lesions of the lip which are 
only suspected of having undergone malignant de- 
generation are treated as if they were early stages 
of epithelioma. Most surgeons now believe that 
gland dissection is indicated only in the presence 
of palpable lymph nodes. The routine irradiation 
of the cervical region in the absence of palpable 
nodes as a prophylactic measure is of doubtful 
value. 


The authors state that they have treated 139 
patients by the method described. Of these 59 could 
not be traced. Of 80 who were traced, 66 are well 
at six months to five years after treatment, one cured 
elsewhere, two dead from cancer of the lip, eight 
died from other causes and three are not cured. 
A number of the patients classified as well have 
had recurrences which responded to the same form 
of treatment. The two patients who died of cancer 
of the lip had indurated, rather extensive lesions 
extending onto the inner surface of the lip and 
buccal mucosa; we no longer treat lesions of this 
kind by desiccation. 


COMMENT. The authors have succeeded in cur- 
ing early epithelioma of the lip by electrodesic- 
cation. They have recurrences just as men using 
other forms of treatment encounter. 


At the present time we have close co-operation 
between radiologists and the plastic surgeon which 
allows for an opinion to be rendered at any stage 
of the treatment. The cases that are best suited 
to surgery are culled out and given the benefit of 
surgery. 

It is true that a biopsy in a great many lesions 
is definitely desirable and some cases cover the 
non-malignant nature of the lesion. 


Dr. Wyeth of N. Y. has been apparently very 
successful in the use of low monopolar currents 
applied to epithelioma. The author in this case 
uses a rather intense monopolar current. 

ty. 
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BY HUGH JETER, M.D., F.A.C.P., AS.C.P. 
Some Clinical Caprices of Hodgkin's Disease by 
William S. Middleton, F.A.C.P., Madison, Wis- 
consin. Annuals of Internal Medicine Vol. 11, No. 
3, September, 1937. 


This is a very comprehensive report including a 
brief review of the history of the disease, referring 
to important investigations by various authorities 
and making mention of many different clinical 
manifestations of the disease. Twenty-nine inter- 
esting cases are reported and by these the many 
“caprices” are amply illustrated and discussed. The 
author indicates how closely the clinical picture 
conforms to our accepted description of Hodgkin's 
and also in a most interesting manner points out 
the diversified range of the disease. 


Age, skin manifestations, neural involvement, 
bone involvement, visceral involvement, constitu- 
tional manifestations, blood and concurrent tuber- 


‘culosis and Hodgkin's disease are the principal 
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headings of this long (20 page) article but many 
important subheadings are also nicely discussed 
and illustrated. 

Laboratory findings are not emphasized but men- 
tion is repeatedly made of the fact that expert 
hematologists may find helpful aids from the blood 
picture. He concurs with Bunting in emphasizing 
the principal involved in connection with the blood 
picture in that there is considered at least in some 
cases to be a lymphoid resistance or lymphocytosis 
early in the disease and later in the course lym- 
phoid paralysis or a marked decrease in the per- 
centage of lymphocytes found. If the blood can be 
followed consecutively, this phenomena is consid- 
ered to be a worth while value in connection with 
prognosis. 

Blood platelets are increased in virtually all 
cases. Anemia of the hypochromic microcytic 
variety is the rule and may become profound. 

The basal metabolic rate should be elevated dur- 
ing periods of clinical activity. 


Gordon’s studies upon the central nervous sys- 
tem changes incident to the intracerebral and in- 
travenous injections of emulsified lymph nodes are 
considered to offer no material diagnostic assist- 
ance. X-ray examination of mediastinum and also 
of the bone may be of considerable aid in an oc- 
casional case. 
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Clinical Excretion of Bismuth. Sollman, Cole and 
Henderson, Cleveland, Ohio, Americal Journal of 
Syphilis and Gonorrhea, September, 1937. 


A report of the results obtained from a study of 
various bismuth preparations so far as their rate 
of excretion was concerned. This study has been 
in progress for some time and this article parti- 
cularly details the findings as regarded to two new- 
er preparations, thiobismol and iodobismitol. 

Thiobismol proved to have a very rapid absorp- 
tion in which a high blood concentration of bis- 
muth was obtained within a few hours following 
administration. The rate of excretion was also cor- 
respondingly rapid with a therapeutic level of con- 
centration in the blood continuing no more than 


three days. Repeated injections of the drug failed 
to produce a cumulative effect due to the fact that 
excretion is sufficiently fast to prevent this oc- 
currence. 

Iodobismitol, so far as absorption is concerned 
appreached the insoluble type of preparations of 
bismuth, however, with a slower rate of absorption 
than thiobismol and correspondingly a slower rate 
of excretion. It was stated that two injections of 
iodobismitol weekly will maintain the same concen- 
tration of bismuth in the blood stream as three in- 
jections of thiobismol. 

A summary as to the relation of the foregoing 
conclusions to the practical therapeusis of syphilis 
was made. The author states where a rapid bis- 
muth effect is wanted and when the arsenicals are 
contraindicated, the soluble forms of bismuth, of 
which thiobismol is an example should be admin- 
istered at frequent intervals, three times weekly. 

However, when the effect wanted is a more pro- 
longed ons, or as he describes it to “consolidate” 
the gains of the arsenicals, then the slower ab- 
sorptive preparation is a better choice of drug. 
Iodobismitol or the more commonly used sodium 
potassium bismuth tartrate suspension in oil serves 
the latter purpose more satisfactorily. 


Acute Gonococcia Perihepatitis, Frank H. Redewill, 
San Francisco, California, Urologic and Cutan- 
eous Review, October, 1937. 


The author discusses this relative unusual com- 
plication which occurs in young women suffering 
from pelvic infection of gonococcal origin. He is of 
the opinion that such a condition happens more 
frequently than reported in the literature. 

The pathology of extension of gonorrheal in- 
fection to the upper abdomen is based on the fact 
that the lymphatic drainage of the peritoneum 
drains upward through the diaphragm and organ- 
isms may follow this pathway and localize in the 
right subdiaphragmatic region. As an aftermath 
of such inflammatory reaction there is produced 
adhesions between the liver and diaphragm, the 
so-called “violin string” adhesions. 

In most instances the condition follows long 
standing pelvic inflammatory pathology and the 
signs and symptoms simulate acute gall bladder 
disease, diaphragmatic pleurisy or acute pyelone- 
phritis. The author recommends hyperpyrexia as 
the best treatment for this condition. 
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